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The pain of migraine is probably due either to excessive spasm 
or to dilatation of the arteries of the scalp and dura mater. Ithas 
been shown that the painful impulses are, in some cases, con- 
veyed to the brain through the upper half of the posterior 
root of the trigeminal nerve on the same side, and so the tri- 
geminal pathways may be regarded as a sensory arm of the 
“migraine cycle” (Rowbotham, 1942). 

What is not known is why the arteries concerned occasionally 
contract or dilate excessively. One theory is that a migrainous 
person is born with an unstable mechanism in the hypothala- 
mus which reacts excessively to the multitudinous stimuli that 
reach it, either from the higher centres or through the blood 
stream, and causes explosive or dysrhythmic messages to be 
sent to the large blood vessels of the head. It is an anatomical 
fact that these large blood vessels are supplied with motor 
fibres from the efferent side of the autonomic nervous system. 
Therefore, if disordered messages from the hypothalamus are 
in fact transmitted by the motor autonomic pathways to the 
vessels concerned, then section of-those pathways should give 
relief in cases of migraine. 


Experiments to Test Hypothesis 
The following series of experiments was designed and carried 


out to test the verity of this supposition. 


Case I 


This concerns a young doctor aged 30 years. The history is that 
from the age of 8 he had suffered from periodic headaches. At 
the age of 14 he began to study for matriculation and higher school 
certificate, and from then onward the headaches became increasingly 
severe and more frequent. He obtained a scholarship into a medical 
school and finally qualified M.R.C.S., L.R.C.P., intending later to 
sit for a university degree. In the postgraduate period his head- 
aches became so severe that he became virtually incapacitated, and 
on occasion suffered pains in the head which lasted for five days 
or more. His condition apparently was hereditary, as his mother, 
grandmother, and greai-grandmother had all suffered from migraine. 

Typically, an attack of headache would be preceded by halluci- 
nations of light in the right homonymous field which ended in a 
complete right homonymous hemianopia. The_ hallucinations of 
light would, on the average, last for twenty minutes, and the 
homonymous hemianopia for about an hour. Occasionally tingling 
feelings would also be felt in the right hand and the right leg. 
Sometimes, during an attack, the right pupil would be contracted 
and the right side of the face flushed. One hour or so after the 
onset of the visual hallucinations a pain would start as a burrowing 
sensation in the region of the left temple, and as the pain became 
more severe it would radiate backwards and forwards until the 
whole of the left side of the head was affected. Only rarely did 
the headache extend to the right side of the head. Sometimes the 
pain on the left side radiated into the upper part of the face. A 
feeling of nausea was usual during an attack, but actual vomiting 
was only occasional. After the attack was over the left side of the 
scalp was sore and accommodation of the eyes was difficult. The 
attacks of headache might occur without being preceded by visual 
hallucinations. 


On examination the patient was found to be a man of good 
intelligence; mentally alert in every way, quick to answer questions, 


-and quick to appreciate the logic of an argument. He showed no 


sign of nervousness when being closely cross-questioned. All his 
movements were smoothly co-ordinated, and the pulse was normal 
in rate and rhythm. No abnormal neurological signs were found, 
and later special investigations and tests failed to reveal any 
abnormality in the head or in the general metabolic processes. 
Though it was realized we might be dealing with a cerebral vascular 
anomaly of the arteriovenous type, we felt that angiography was not 
called for. 


Diagnosis—From the periodicity of the head pains and the 
premonitory visual hallucinations there was little doubt that we 
were dealing with a case of migraine. Moreover, in view of the 
long-standing history and the absence of abnormal physical findings, 
it was justifiable to regard the migraine as being of the idiopathic 
or primary type. 

At a neurological clinic elsewhere, full investigations had been 
made and a diagnosis arrived at of a psychoneurosis of the anxiety 
type. Moreover, in the near past my patient had been taking exces- 
sive quantities of analgesic and soporific drugs, and had on this 


* account been in trouble with higher governmental authorities. The 


doctor admitted that he was highly strung, and agreed that his 
headaches were almost invariably precipitated by some psychological 
activity. What he was adamant about was that it was mental 
excitement or exhilaration which led to trouble, and not a sense of 
depression. When fully enjoying himself, making investigations into 
a problem which particularly interested him, he would be struck 
down by a violent headache and left incapacitated for a week or 
more. He had no objection whatever to the periods of mental 
exhilaration: it was the pain, and only the pain, which incapacitated 
him. His father was also of the same opinion, and thought that 
his son could become satisfactorily readjusted and resocialized if 
he could be relieved of what he considered to -be physical pain. 

After having made careful observation, I came to the conclusion 
that, whatever this man’s psychological state, he was suffering from 
the condition which we know as migraine. In view of this decision 
and the fact that all kinds of drugs, including ergotamine tartrate, 
had been given an extensive trial, I decided that some kind of 
operation was necessary. 


Operation, Feb. 14, 1945.—Under general anaesthesia, the patient 
lying on his back with the head turned to the right, an incision 
was made along the anterior margin of the left sternomastoid 
muscle, starting at the tip of the mastoid process and extending 
downwards as far as the thyroid cartilage. The carotid sheath with 
its enclosed vessels and the vagus nerve were isolated and retracted 
backwards, the sympathetic chain between the middle and upper 
cervical ganglia was exposed and divided, and the lower half of 
the upper cervical ganglion was removed. The outer coats of the 
common internal and external carotid arteries were stripped and 
removed in the manner of Leriche’s periarterial sympathectomy. 
Finally the external carotid artery was clamped and divided between 
two ligatures (Fig. 1). The wound was re-formed in layers without 
drainage, and the patient made an uninterrupted recovery from the 
operation. 

The following is a series of statements taken from the progress 
reports. Feb. 28, 1945: ‘“‘ Since my operation 14 days ago I have 
been perfectly free from symptoms of headaches and visual halluci- 
nations.” May 13: “The operation on the left side has so far 
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proved an unqualified success. In these last three months I have 
not had the slightest trouble in any way with the left side.”’, May 31: 
“T have had five right-sided headaches since I last wrote you, but 
no trouble at all with the left; otherwise I am keeping pretty fit.” 
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Fic. 1.—The operation of high cervical ganglionectomy and 
periarterial sympathectomy. (The part of the ganglion and sympa- 
thetic chain removed is shown by shading.) 


Operation, June 20, 1945.—On account of the fact that the right- 
sided headaches were increasing in frequency and severity, and 
because of the apparent success of the left-sided sympathectomy, 
it was decided to carry out a similar operation on the right side 
of the neck. The details and technique were the same as those 
of the previous operation. 

The following are extracted from the progress reports. Sept. 12, 
1945: “I must tell you that the effect of the second operation, 
and therefore of the two combined, has been truly dramatic: it gives 
me very great pleasure to be able to tell you that every symptom 
of the migraine has completely vanished. There has been no further 
trace of pain on either side; the visual fields have cleared com- 
pletely; there are no longer any hallucinatory or defectual faults 
of vision. All throbbing and tenderness along vessels and in the 
scalp have vanished. I can now go to the cinema, indulge in hot 
and cold baths, etc., with impunity.” Nov. 18: “I am happy 
to be able to tell you that I am still completely free from all 
migrainous symptoms: especially so now that I am doing a full-time 
job.” Feb. 18, 1946: “I am happy to be able to tell you that 
I am still absolutely without symptoms and signs of migraine in 
any form. I have put on 18 Ib. [8.16 kg.] in weight, I sleep like 
a log, and I am generally more placid and far less excitable than 
I used to be.” May 8: “I have great pleasure in informing you 
that I am still quite free from any sign or symptom of migraine.” 


3 Case Il 


A young man aged 21 years, whose illness commenced in 1942 
while he was in Gibraltar serving with the Navy in a non- 
commissioned rank. For many months he had been on convoy 
duty between Gibraltar and Malta. One night, for no special 
reason, he developed a very severe headache, but after a time was 
able to get off to sleep; that same night he woke up and vomited. 
The next night he had another severe headache, which was also 
associated with vomiting, and this was followed by a period of 
lassitude which lasted for about two days. On account of the 
frequent recurrence of the headaches he was returned to the British 
Isles and finally had to be discharged from the Services. 

I first saw him on Jan. 18, 1945, at the Retreat Hospital, York, 
at the request of my friend Dr. Pool. It was Dr. Pool’s opinion 
that this man was suffering from neither a psychosis nor a 
psychoneurosis; in fact, he had come to the conclusion that his 
patient was suffering from a serious organic lesion and possibly 
from a cerebral tumour. 

On my first examination I found the man to be fully and easily 
co-operative, to be quick and alert in every way, and that he 
revealed no obvious signs of psychoneurosis. Neurologically there 
were no abnormal signs. He was admitted to. the Neurosurgical 
Unit on Feb. 1, 1945, for observation. After a day he began with 


> 


very severe left-sided headache which made him vomit, and during 
the height of the painful attack he developed a left external rectus 
palsy which persisted for 36 hours. ’ 

Full investigations were carried owt, and these failed to reveal 
any organic abnormality in the head or in the general metabolic 
processes. Although the probable existence of a vascular anomaly 
of the aneurysmal type was borne in mind, an angiogram was not 
made. In spite of adequate medical treatment, including injections 
of ergotamine tartrate, the headaches came on at intervals of about 
two days, and the pain was so exceedingly severe as to be com- 


pletely incapacitating. On one occasion it was necessary to inject . 


morphine to give him relief. Later he was transferred to the 
rehabilitation centre in the hope that a change of air would relieve 
his symptoms, but within two weeks he was returned to my care 
still complaining of severe pain. 


Diagnosis—In view of the unilateral character of the pain, its 
periodicity, and the temporary ocular paralysis, there could be 
little doubt that this was a case of migraine. Moreover, as no 
physical abnormalities could be demonstrated, it could be classed as 
idiopathic or primary migraine. Because of the severity of the 
pain, and the fact that it had been causing the man to take large 


quantities of analgesic drugs, I decided to operate. 


Operation, March 14, 1945.—The following procedure was carried 
out: (a) Removal of the lower half of the upper cervical sympathetic 
ganglion and the chain below it; (b) stripping of the outer coats 
of the external and internal common carotid arteries; (c) ligation 
and division of the external carotid artery. 

After the operation wound had healed the patient was transferred 
to the rehabilitation centre, where he remained for two months. 
During this period he had no recurrence of the headaches, and the 
medical report from the matron was satisfactory in every way. 
After a short stay at home he volunteered to the Society of Friends 
to go to Burma as an ambulance driver. However, on advice he 
found work on the land, and has been in full-time agricultural 
employment ever since. He occasionally gets a sense of discomfort 
on the left side of the head, but he has had no more severe head 
pains; moreover, he has no need to take analgesic drugs and finds 
that he has no desire to indulge in them. 


Case Ill 


A woman aged 38 years, an assistant matron in a general hospital. 
The history was that at least six years ago she started to suffer from 
attacks of right-sided headache and had, in fact, been off duty for 
long periods because of the pains. The headache would start slowly 
in the right tempie or in the right forehead, and gradually increase 
in severity and spread until the whole of the right side of the 
head was affected. It was preceded or accompanied by spots in 
front of the eyes and by photophobia. Often she felt sick, but only 
occasionally did she vomit. In the early years of her illness the 
pain would disappear after a quiet rest, but in later years the 
headache had lasted for several days. Attacks were particularly 
liable to occur about the time of menstruation. 

On examination she was found to be an intelligent woman and 
in every way satisfactorily co-operative. Though anxious about her 
present state of ill-health she showed no signs of a formal psycho- 
neurosis. Neurologically no abnormal signs were found, and full 
investigation failed to reveal any abnormality in the head or the 
general metabolic system. 

Diagnosis——There was little doubt that here we were dealing with 
a case of migraine of the idiopathic or primary type. In view of 


the severity and frequency of the headaches I decided that operation 


was justifiable. 


Operation, July 11, 1945.—This consisted in (a) removal of the 
lower half of the upper cervical sympathetic ganglion and the chain 
below it; (b) stripping of the outer coats of the external and internal 
common carotid arteries; (c) ligation and division of the external 
carotid artery. 

Shortly after operation she was able to return to work, and the 
following is a statement from her on Oct. 18, 1945: “I am very 
pleased to say I have been free from attacks since the operation. 
I shall never be able to thank you for all you did for me; words 
cannot express my appreciation.’”’ I saw her again on April 3, 1946, 
and she said that the operation had been a great success. She had 
been able to stay on duty continuously. On one occasion she 
developed a pain in the head similar in character to the ones she 
had before the operation, but it was very much lighter and within 
an hour or so it passed off. She has had a lot of what she describes 
as “little headaches,’’ which begin as though major attacks would 
follow, but these soon disappear and do not develop into actual 
pain. 

Case IV 


This was a young man aged 29, a lieutenant in the Army. The 
history is that, as far back as he can remember, he has suffered 
from headaches of varying degrees of severity. Until 1935 the pain 
had never been so severe as to incapacitate him completely or to 
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compel him to go to bed. In 1940 the headaches became more 
frequent and increasingly severe, and it was noticed that they were 
particularly liable to occur on Sundays. He entered the Services 
in August, 1941, and was put into Grade Al. From then until 
1943, though he had attacks of headache, he did not have any 
serious incapacitating head pains. The first really bad attack 
occurred in the early summer of 1943, and because of a repetition 
of the severe headaches he was sent to a military hospital for further 
investigations and for treatment. There a diagnosis of migraine was 
made by the attending neurologist, and he was put on a course of 
analgesic drugs. During the winter of 1944 he had a series of 
extremely bad headaches, and these he attributed to excessive work 
and the fact that he had to deal with a difficult commandant. 


In the past year the headaches have been coming on at intervals 
of from three to six weeks. He has never been able to discover any 
definite cause, but he has noticed that there is a tendency for them 
to occur whenever he has been mentally excited—for example, after 
an enjoyable evening spent with friends. He is a teetotaller and 
smokes fewer than 20 cigarettes a day. It was discovered that the 
only two drugs which gave him any real relief were ergotamine 
tartrate injected intramuscularly early in an attack, or enough 
morphine to put him to sleep. 


In a typical attack he gets a feeling of discomfort in the head 
the night before the onset; he wakes up the next morning with a 
general kind of headache which later becomes intense, and a pain 
develops in the right temple, gradually spreading all over the right 
side of the head. The pain‘is stabbing in nature, and when at its 
height is almost unbearable; it is also of a throbbing character and 
occasionally spreads into the right side of the face. Any kind 
of head movement aggravates the pain; during an attack he finds it 
difficult to focus his eyes, but he has never been troubled with 
double vision, spots, or light; he has vomited not more than three 
times, and then only after the giving of morphine or of femergin. 

On examination he proved to be above average intelligence, and 
in no way unduly emotional. He was obviously highly strung, but 
there were no frank psychoneurotic tendencies; certainly there was 
no desire to escape from his duties, and the one thing he wanted 
was to remain in the Services. The headaches troubled him 
chiefly because they interfered with his capacity to carry out his 
duties efficiently. Neurologically I could find no evidence of any 
organic intracranial lesion. Special investigations and tests failed 
to demonstrate any abnormality in the head or in the general 
metabolic processes. 


Diagnosis—In view of the periodicity and the long history of 
the head pains there could be little doubt that we were dealing 
with a case of migraine; moreover, it was probably of the 
idiopathic type, because no underlying pathological lesion could 
be demonstrated. 


Operation, Aug. 10, 1945.—In this case removal of the whole of 
the upper cervical ganglion, stripping of the outer coats of the 
common internal and external carotid arteries, and ligation and 
division of the external carotid artery were carried out. Appended 
are copies of the follow-up reports. 


Sept. 16, 1945: “I had an attack of right-sided headache to-day, 
which was similar in every way, neither more nor less severe, to 
those I experienced prior to the operation.”” Oct. 24: ‘* The 
operation has afforded me no relief from my headaches.” Dec. 12: 
“T am still having occasional right-sided headaches of the type 
similar to those I had before I was operated on.” Dec. 31: “I am 
convinced that the attacks are now less frequent and, if anything, a 
trifle less severe than at one time. I find that I am able to go 
about without the fear of an attack materializing. I have occasional 
stabs of pain, or a dull ache for some while in either left or right 
temple, but I am now disregarding these, as they have not led 
to further trouble.” 


Feb. 3, 1946: ‘* As mentioned to you when I was in Newcastle 
last, I am of the opinion that the operation has been of some 
help. Whether it is that I am now taking the precaution of having 
something done before the attack becomes too serious for the 
femergin to take effect I cannot say, but certainly no ‘attack, since 
the one on Sept. 16 last, has been so severe as those experienced 
before. On this occasion, however, you will see from the report 
that I was unable to obtain femergin, and morphine was adminis- 
tered only at night. There would not appear to be much difference 
in the frequency, except that at times, of course, in the past there 
have been periods when I would have attacks two or three times 
during the month. This, however, has only been exceptional.” 
Feb. 23: ‘“‘ There have been no other attacks, severe or mild, during 
the month, so there is little to report. One thing does amaze me, 
however, and that is that the attacks in over 75% of cases occur 
on a Sunday. It does not seem to matter where I am or where I 
have been. You will recollect that the last attack prior to the 
operation was on a Sunday, whilst in hospital. It does not seem 
material, therefore, that any particular place, work, or happenings 
have any bearing upon this aspect, which always has appeared to 
me to be very mysterious.” 


Comment on the Operations 7 


In all four cases the nervous tissue removed was proved by 
histological section to be sympathetic ganglia and lengths of 
the sympathetic chain. In all cases the patient was left with 
Horner’s syndrome, and dryness of the face and of the nasal 
air passages on the operated side. In no case was the carotid 
body itself removed, though, of course, its connexions must 
have been extensively severed. The identity of the external 
carotid artery was established, both by its position and by 
demonstration of its lower branches. In Case IV the patient 
complained of a persistent and unpleasant sense of stuffiness 
in the dried nostril, and this complication is a serious dis- 
advantage of the operation. In Case I, following the second 
operation, the patient developed paralysis of the vocal cord 
due to retraction of the vagus nerve. Recovery is now taking 


place. 
Assessment of the Pain 


The Amount of Pain—Though electrical disturbances can be 
measured in peripheral nerves when pain is being conducted 


TO COATE, 


= Ant:Cerd 


QYy est M. Cer: A. 


-~ 


Descending 
fibres from. < 


4M. Cerv: Gang: 
SE Gang: 
Motor Arc 


Hypothalamus} 


1° Dorsal _» 
Spinal 
Segment 


Fic. 2.—The “ migraine cycle.” 


along their pathways, the amount or severity of pain cannot 
be precisely measured in scientific units. We depend for our 
assessment on how much a patient complains, on how the pain 
affects his happiness and human relationships, and how it 
affects his ability to-work. 

Its Relief—Assessment of the result of the relief of pain 
depends partly on the patient’s own statement, on his ability 
to enjoy himself, on the way he is socialized, and on how 
he can carry out his work. The possible objection that at least 
two of the patients in the above series were suffering from a 
psychoneurosis rather than migraine is not a strong one, because 
psychoneurotics are rarely cured, or relieved for any length of 
time, by a simple incision in the neck, Moreover, a disordered 
mental state can precipitate the “ migraine cycle.” 

If it is true that (1) the pain of migraine arises in the arteries 
of the head from excessive spasm or dilatation, that (2) the pain 
in some cases is transmitted to the brain through the upper part 
of the posterior root of the trigeminus, and that (3) the arterial 
spasm is aroused by dysrhythmic messages passing along the 
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motor sympathetic pathways, then a neural mechanism can be 
constructed which will account for many of the phenomena in 
migraine. Fig. 2 illustrates this possible mechanism. 

That the hypothalamus exists is an anatomical fact; that 
certain of its cell clusters can, with suitable stimulation, affect 
the calibre of the peripheral arteries is also a fact. The hypo- 
thalamus can be stimulated by chemical changes in the blood 
stream which reflect changes in general metabolism, and by 
messages of the intellect and emotions from the higher centres. 
If the hypothalamic mechanism happens to be in unstable 
equilibrium it can react abnormally to all kinds of stimuli and 
transmit dysrhythmic messages to the peripheral blood vessels, 
and particularly to those of the head. Possibly, therefore, a 
central unstable mechanism is the essential cause of migraine : 
all other stimuli, too much or too little of this and that, being 
merely precipitants or initiators of the “ migraine cycle.” The 
connexions of the hypothalamus with the peripheral anterior 
pathways are not known. They are, however, believed to lie 
deeply within the brain stem and spinal cord. The peripheral 
motor sympathetic pathways are known, and the main neuro- 
anatomical details are depicted in Fig. i. 

By my own previous experiments it has been shown that in 
some cases the pain pathways are transmitted through the upper 
part of the trigeminal root on the same side. It is known that 
no nerve fibres enter the posterior root other than through the 
ganglion, and no fibres enter the ganglion other than through 
the divisions of the nerve. Therefore, since the fibres of the 
ophthalmic division are represented in the upper part of the root, 
the pain pathways in migraine must traverse the ophthalmic 
division of the trigeminal nerve. Where precisely the pain path- 
ways enter the ophthalmic nerve is not known. Moreover, it 
is not known whether the blood vessels themselves are supplied 
with pain fibres. ‘This, however, is merely a point of academic 
importance, because radicles of the trigeminal nerve so closely 
follow the vessels that, even if they do not supply them, they 
could easily be stimulated by changes in their calibre. 

In Case IV the fact that peripheral sympathectomy failed to 
cure possibly means that the unstable mechanism in this case 
lay in the vessels themselves and not in the hypothalamus. 
Another possible reason for failure is that the whole, and not the 
lower half only, of the upper cervical ganglion was removed. 
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CRASH HELMETS* 


BY 
Sir HUGH CAIRNS, K.BE., D.M., F.R.CS. 


My interest in crash helmets arises solely from the fact that 
during the war I spent a considerable part of my time treating 
injured motor-cyclists at the Military Hospital for Head Injuries 
at Oxford. In other words, it was the segregation of the Army’s 
head-injury patients in special centres which made possible the 
prompt recognition of the importance of crash helmets. In 
subsequent work on the subject I was fortunate in having as 
collaborator my colleague at Oxford, Dr. Holbourn, who was 
a motor-cyclist as well as a physicist. 

In 1940 we observed that a large proportion of our head- 
injury patients were motor-cyclists: of the first 290 patients 
with blunt head injury 70 were motor-cyclists. Of these 1 died, 
10 were invalided from the Service, and the remainder were 
absent from duty for an average period of four months. There 
were at that time no medical statistics relating to motor-cycle 
accidents, but the records of the Claims Commission showed that 
about 600 motor-cycle accidents occurred in the Army at home 
each month. The total death rate in the country was mount- 
ing: in the first 21 months of the war 2,279 motor-cyclists and 
pillion passengers were killed on the road—over 3 a day—and 
calculations showed that to this death roll the Army was 
contributing about two-thirds. With the help of the Royal 


Society for the Prevention of Accidents, and the Registrar- 


General, we found that head injury was present in 92% of a 
series of 111 fatal cases, and, though not the sole cause cof 
death, was clearly a major factor in the majority. 


* Read at the Royal Society of Medicine, March 20, 1946. 


In 1940 the Army already had some crash helmets. These 
were issued only to certain types of motor-cyclist, and some 
were of canvas and others were meant for use in armoured 
vehicles. Some motor-cyclists wore the ordinary steel helmet. 
In 1940-1 only 1 in 20 of our motor-cyclist patients at Oxford 
had been wearing crash helmets at the time of the accident, 
but in these the relative mildness of symptoms was impressive 
enough to justify a report to the Director-General of the Army 
Medical Services, and to the Military Personnel Research Com- 
mittee of the Medical Research Council, who were at that 
time considering helmets (Cairns, 1941). 

In November, 1941, the Army Council made the use of 
crash helmets compulsory for all motor-cyclists. The R.A.F. 
followed suit in 1942. Whether the Royal Navy took any 
action I do not know—which is perhaps a humble argument in 
favour of a combined medical service. After recommendations 
had been made and action taken, by the end of 1942, we had 
accumulated enough evidence to prove that crash helmets were 
really very effective, and also to show how they might be still 
further improved (Cairns and Holbourn, 1943). This is an 
example of the impelling need for hasty decision in wartime 
on questions which really should have been worked at 
thoroughly between the wars. 

The medical interest in crash helmets would have had no 
immediate effect if the Army, by the end of 1941, had not 
had crash helmets ready to supply all its 100,000 and more 
motor-cyclists in this country. The fact that it had got them 
may have been influenced to some extent by the early medical 
reports, but was, I suspect, mainly due to the example, before 
the war, of the racing motor-cyclists and men like A. B. Bourne 
and Graham Walker, who helped the Army to build up its 
motor-cyclist training. From about 1921 the Auto Cycle Union 
had made the wearing of crash helmets compulsory at speed 
trials, and their standard laminated fabric helmet is still one 
of the best available. When we began to treat Army motor- 
cyclists at Oxford we naturally got to know their comrades— 
keen motor-cyclists in the Army Training Schools, Royal Corps 
of Signals, and other units, who were very much alive to the 
wasiage of their man-power from accidents, and they needed 
little encouragement to become enthusiastic advocates of com- 
pulsory use of crash helmets. 


Structure and Mode of Action of the Crash Helmet 


The components of a crash helmet are a firm outer shell, 
and an inner sling and hat-band which act as buffers. To 
understand the action of crash helmets it is necessary to 
consider what happens in a blunt head injury. There are 
two important effects of the blow: (1) the local injury beneath 
the site of the blow ; (2) distortions in parts of the brain remote 
from the blow which depend on sudden change of velocity of 
the head. 

At the site of the blow the scalp may be torn, the skull bends 
and may break, and fragments of it may penetrate the brain ; 
and the brain may be bruised as well as torn. According to 
Holbourn (1943, 1944, 1945), when the head is made to 
rotate suddenly by a blow from a moving object, or against 
a stationary one, the brain, not being a rigid structure, lags 
behind. The brain makes the only kind of movement possible 
to a highly incompressible substance in an enclosed space— 
namely, a swirling movement—and the surface of the brain 
slides along inside the cranial cavity. These sliding movements 
of the surface of the brain have been observed with a high- 
speed camera and a perspex window in the skull, using the 
technique of Shelden et al. (1944). The movements set up 
shearing stresses in various parts of the brain; they are most 
severe where the lesser wing of the sphenoid juts into the 
cranial cavity, and it is in this region that bruising and lacera- 


tion of the brain are so often seen, no matter where the blow | 


has been struck. The clinical state of concussion is clearly 
due to remote effects, since it does not arise from the local 
brain injury of many gunshot wounds or of surgical operations. 

The crash helmet modifies both the local and the remote 
effects. Locally the shell of the helmet spreads the blow over 
a wide area and protects the scalp and skull from the pointed 
pieces of road metal or whatever object is struck. In some 
cases it prevents fracture of the skull; in others, where a 
fracture is produced, it prevents the fracture from becoming 
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depressed. The shell lessens bending of the skull, and there- These monthly figures of the Ministry of War Transport would 
fore the local bruising of the brain. The shell also lengthens be greatly increased in value if they included figures of the 
the blow—i.e., spreads it over a longer period of time. It does number at risk, mileage, and petrol consumption. 
this by sliding over the surface struck, instead of stopping more Taking all the evidence into account the pulp helmet clearly 
abruptly as the unprotected head would do owing to its greater affords remarkably good protection. The vulcanized rubber 
coefficient of friction, and by means of the buffering action of helmet is not so good: it is too brittle, and the slinging of 
the slings and hat-band. The blow is also lengthened to some the buffers is not sound. Our impression is that the steel 
extent by rotation of the helmet relative to the head. . crash helmet was also eventually good, but by that time we 

So far as the remote injury is concerned, spreading the blow were too busy dealing with head wounds to collect observa- 
over a larger area does not diminish the rotational velocity, tions. The leather helmet appeared to answer well for the 
but spreading the blow over a longer interval of time reduces N.F.S., whose motor-cycling was done in built-up areas and 
the total force at any instant and thus lessens the remote effects. presumably at low speeds; but here again we have not had 

time to assemble the information which the N.F.S. kindly put 
Types of Helmet at our disposal. 

The two main types of helmet used by Army motor-cyclists— Crash Helmets for Other Purposes——Other people besides 
the vulcanized rubber helmet and the pulp helmet—have previ- motor-cyclists are concerned with crash helmets—glider pilots, 
ously been described, together with examples of their behaviour firemen, and miners, each with their own particular require- 
in various accidents (Cairns and Holbourn, 1943). The pulp ments, but space will not allow me to consider these. 

, helmet is at least y 
twice as good as the : 
rubber helmet. In 
addition there are the From these experi- 
| Army steel crash hel- ences there can be 
met and the leather little doubt that adep- 
helmet used by tion of a crash helmet 
motor-cyclists of the as standard wear by 
National Fire Service. all civilian motor- 
The importance of 1938 1939 1940 1941 1942 1943 1948 1945 cyclists would result 
adjusting the fit so as Graph showing monthly totals of motor-cyclist fatalities (Service and civilian motor- '". considerable saving 
to obtain maximum cyclists) in Great Britain from 1939 to 1945, from figures issued by the Ministry of Of life, working time, 
protection of the fore- War Transport. Events influencing the death rate are: (a) outbreak of war; and the time of the 
head and sides of the (b) preparation for German invasion; (c) crash helmet made compulsory for Army hospitals. 
motor-cyclists ; (d) preparation for invasion of Normandy. In addition there is a low 
head, the need to have peak during each winter, corresponding to bad weather, when little motor-cycling The present crash 
the chin-strap buckled was done. helmets could be con- 
and to maintain all siderably improved. 
parts of the helmet in serviceable condition, have been empha- During the war much time was wasted by useful people search- 
sized in Army Council Instructions and Training Memoranda. ing for suitable buffering substances in place of rubber. Even 
when a material was in stock it could not be obtained because 
Observations on Head Wounds it was needed for other purposes more important in the war 

In the course of this work we found that it was possible, effort. Now that the war is over a much more efficient helmet 
from the marks on the helmet, to determine the site of the could be manufactured at small cost. 
blow, as there was the closest correspondence. In 91 cases As I said at the beginning, it is only by being in the Army 
over 50% of the blows were on the front half of the helmet Medical Services that we have been able to make these observa- 
and very few on the crown. In 40% the head received more tions and, with the willing help of many people in different 
than one blow. Blows in the occipital region, which is pro- branches of the Service, to influence to some extent the loss 
tected by the helmet and by the neck muscles, were least of man-power from motor-cycling. Both in peace and in war, 
dangerous, and blows in the temporal region, which is not the Army Medical Services are in a unique position to make 
very well protected by the helmet, were most dangerous to life. further contributions—in fact, to lead the country in prevention 

and alleviation of accidents, with considerable saving of their 
Results own man-power and their own Treasury grant. In peacetime 

In estimating results we were hampered by being able to they could, with the help of competent statisticians and 
observe only the hospital population of injured motor-cyclists. physicists, carry out a programme of investigations on acci- 
We had no figures of the motor-cyclists whose injuries were so dents which would be much more convincing and effective than 
slight that they were not admitted to hospital, or of those who anything we were able to do once war had begun, and which 
died before admission to hospital (20% of one group of 46 fatal would keep the Army up to date in regard to supplies of 
cases in Southern Command). However, on evidence which we protective equipment and ready for whatever might happen. 
have already published (Cairns and Holbourn, 1943), we con- In these days of war by mass production, once the war has 
cluded that the incidence of fractured skull was reduced to begun the soldier’s protective equipment cannot compete with 


one-quarter by the pulp helmet, and the severity of such 
fractures as occurred was demonstrably less. The effects of 
concussion were also modified by crash helmets, as the inci- 
dence of prolonged amnesia after injury was only one-third 
of its incidence among those who had not worn a crash helmet. 
In non-lethal accidents the pulp helmets so-alleviated the injury 
as to halve the incidence of admission to hospital. 

To what extent the helmets were life-saving it was impossible 
to determine. After the crash helmet was made compulsory 
in the Army there was a considerable sustained fall in the 
total death rate of motor-cyclists in Britain (see Graph). But 
so many factors influenced the total death rate that it is 
impossible to estimate the effect of the helmets. The graph 
includes civilians as well as fighting Services. It shows the 
influence of weather, and of such events as,the outbreak of 
war, preparations against German invasion, and final prepara- 
tions for D Day. Doubtless, also, improved selection and train- 
ing of Army motor-cyclists contributed to a considerable reduc- 
tion in the total death rate from 1942 to the end of the war. 


demands for materials for offensive warfare. 
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Local education authorities have recently been reminded by the 
Ministry of Education that for maintained boarding special schools 
they have powers either to provide a store of clothing that can be 
lent to the children while they are pupils at the schools, or to pro- 
vide as the child’s personal property the clothing tat he needs. In 
the case of schools not maintained by the authority a parent must 
not suffer financiaily because lack of a vacancy in a maintained 
special school compels him to send his child to a non-maintained 
school. Such pupils must also receive free medical treatment, 
including surgical operations, spectacles, hearing aids, etc. 
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PENICILLIN IN TREATMENT OF COMMON 
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Ophthalmic Surgeon, Hampstead General Hospital, and Queen’s 
Hospital for Children, London; Assistant Ophthalmic 
Surgeon, West End Hospital for Nervous Diseases, London 


The value of penicillin in the treatment of infections of the 
eyes was established in 1944 and 1945. Sorsby fully reported 
on the rapid cure of infants suffering from ophthalmia neo- 
natorum when treated with penicillin drops. Rycroft, who had 
to deal with a large number of infected intraocular war injuries, 
treated his cases with penicillin given subconjunctivally or in- 
jected into the anterior or posterior chambers of the eye. Other 
observers reported on the value of penicillin drops, ointment, 
and lamellae in ocular infections, and on penicillin introduced 
into the eye by iontophoresis. The latfer method of treatment 
has not been generally adopted. 

This short paper gives an account of the use of penicillin 
for one year in the out-patient department of a children’s hos- 
pital (Queen’s Hospital for Children) and the ophthalmic 
department of a general hospital (Hampstead General Hospital). 
Penicillin was given to out-patients in these hospitals for use 
at home. 


External Eye Infections in Children 


The most common external eye infections seen in children 
are: (i) blepharitis ; (ii) conjunctivitis, often associated with 
corneal ulcerations ; and (iii) lacrimal sac infections. Mothers 
often bring infants, a few weeks old, who have suffered from 
a discharging eye since birth. Pressure on the lacrimal ‘sac 
of the discharging eye will cause a profuse flow of pus from 
the lacrimal punctum, thus establishing the diagnosis of an 
infection of the lacrimal sac resulting from an obstruction of 
the lacrimal duct. 

Other observers have now established that organisms causing 
the more common external eye infections (staphylococci, 
pneumococci, Morax-Axenfeld bacilli, etc.) are penicillin- 
sensitive. Conjunctivitis and blepharitis seen among children 
in London are in most cases due to a staphylococcal infection ; 
it was therefore considered unnecessary to take swabs from the 
conjunctivae of the hundreds of children and infants treated in 
the casualty and the ophthalmic out-patient departments before 
penicillin was prescribed. All cases of blepharitis (ulcerative 
ani squamous) and of conjunctivitis were treated for the past 
year with penicillin drops or ointment. Cases of corneal ulcera- 
tion were also given atropine and hot steaming. 

Bicpharitis, which in the past so often resisted all forms of 
treatment, clears up quickly with penicillin ointment, but it 
very often recurs when treatment is stopped ; the mothers are 
therefore advised to continue applying the ointment to the lids 
as a prophylactic twice a week for several weeks and to report 
at once if the condition recurs. 

Conjunctivitis amongst infants and children also clears up 
within a few days when treated with penicillin. Penicillin drops 
(1,000 or 2,000 units per ml.) are given to the mothers in a 
bottle provided with a bakelite cap and a rubber washer ; an 
eye dropper is fixed through’an aperture in the bakelite cap. 
(The same type of bottle is used by the manufacturers of 
albucid eye drops.) ; 

The mothers are told to keep the penicillin in the pantry 
(refrigerators do not exist in the patients’ houses). Drops are 
to be used four times a day; at least three or four are to be 
instilled on each occasion. The bottle contains about half an 
ounce (14 ml.) of penicillin solution, which is sufficient for more 


than a week’s treatment. The mother is asked to bring the child - 


again a week later. In severe infections the penicillin is dis- 
pensed in the strength of 2,000 units per ml. In all other cases 
a strength of 000 units per ml. is ordered. 

Lacrimal sac infections in infants take weeks, often months, 
to clear up. Penicillin drops—2,000 units per ml.—were used 
in 30 infants suffering from this condition. The drops were 
given to the mothers to be used, as in conjunctivitis cases, four 
times a day. The muco-purulent discharge ceased in most cases 


after a week’s treatment. In many cases the eye continued to 
water. Penicillin was continued in these cases for three weeks. 
If at the end of that period watering had not ceased the lacrimal 
duct was probed under ethyl chloride general anaesthesia. 
Twelve cases out of the total of 30 had to be probed. This 
procedure takes only a few minutes, and one probing of the 
obstructed lacrimal duct in an infant suffices to cure the con- 
dition. Penicillin drops are ordered for another week after 
probing. 


External Eye Infections in Adults 


In the ophthalmic out-patient department of the Hampstead 
General Hospital very few children are seen. The most common 
external eye infections amongst adults are: (i) conjunctivitis, 
and (ii) chronic blepharitis, which is usually of the seborrhoeic 
type with a secondary staphylococcal infection. It is often 
associated with seborrhoea capitis and infected seborrhoeic 
dermatitis of the external ear (auditory meatus) and of the skin 
behind the ear. (iii) Industrial eye injuries are also seen fre- 
quently, the common ones being corneal abrasions, cornea! 


foreign bodies, and lime and cement burns of the conjunctiva 


and cornea. Lime burns are often severe in nature, and exten- 
sive corneal ulceration may follow, with pus in the anterior 
chamber (hypopyon ulcer). Patients suffering from lime burns 
are admitted to the hospital and are treated with penicillin 
drops (2,500 units per ml.) instilled into the eye every hour. 
Sulphonamides are administered by mouth, and, if the con- 
dition is severe, fever therapy (T.A.B. vaccine 0.1 or 0.2 ml. in 
saline) is also given intravenously. 

Conjunctivitis is not as common in adults as in children, and 
it is usually associated with ulceration of the cornea; the 
marginal corneal ulcer is the most common type. This infection 
is again largely caused by staphylococci and Morax-Axenfeld 
bacilli. These two organisms are penicillin-sensitive. Pneumo- 
cocci and Koch-Weeks infections are seen less frequently—the 
pneumococcus is penicillin-sensitive. Koch-Weeks bacilli are 
only slightly penicillin-sensitive, but infections with these organ- 
isms are cured with penicillin in a concentration of 1.000 or 
2,000 units per ml. Conjunctival swabs are therefore taken 
only in very severe and unusual cases ; the majority of the out- 
patients were treated with gutt. penicillin 1,000 or 2,000 units 
per ml., given to them for treatment at home. The same in- 
structions as to storing the penicillin in the pantry and not 
leaving the bottle of penicillin solution exposed to air are 
handed to patients. Drops are to be used four times a day. 
If the infection is severe an ounce (28 ml.) of penicillin is given 
for one week’s treatment and the patient is told to instil six 
drops of penicillin on each occasion. All cases clear up very 
quickly. Patients suffering from corneal ulceration are given 
the same treatment, combined with atropine drops and hot 
steaming of the eye. They are instructed to return to the hos- 
pital every day, to be seen by the house-surgeon. Deep and 
extensive corneal ulcers are carbolized—in most cases carboliza- 
tion is not necessary—and the ulcer shows signs of healing 
within a few days. Dendritic corneal ulcers which are due to 
a virus infection are resistant to penicillin treatment, and these 
ulcers are carbolized and treated with gutt. albucid (sulphacet- 
amide) 30%, atropine, and hot steaming of the eye. 

Blepharitis, which, as already mentioned above, is most often 
of the seborrhoeic type, responds rapidly to penicillin treat- 
ment if secondary staphylococcal infection is present. The 
ulcerative type with red crusted lid margins is usually due to 
a secondary infection, and penicillin ointment is given to the 
patient to be used at home twice a day. 


Allergic Skin Reactions due to Penicillin 


A number of adults, after using penicillin drops or ointment. 
returned to the hospital with a marked redness and oedema of 
the skin of the lids, often extending to the skin of the cheek 
and forehead. The condition cleared up within a few days when 
penicillin was stopped. These patients are allergic to penicillin, 
and were suffering from a penicillin-produced allergic derma- 
titis. Skin-patch testing proved their sensitivity to penicillin. 

These skin reactions to penicillin were not caused through 
the use.of any particular fatty base in the penicillin ointment— 
they occurred also after the use of penicillin drops prepared 
by dissolving the drug in distilled water. Penicillin dermatitis 
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of the lids was seen among patients throughout the past year. 
and was not due to any particular batch of penicillin. Other 
observers also reported on these allergic skin reactions after the 
use of penicillin ; but it is not yet established whether they are 
due to impurities which are still present in the penicillin sup- 
plied for general purposes. Pure white penicillin was not tried 
in these patients who were found to be penicillin-sensitive to 
the generally used yellowish .preparation. I did not attempt 
to desensitize those of my patients who were penicillin-sensitive. 
In all such cases penicillin treatment must be discontinued. 

It is worthy of note that none of the children treated with 
penicillin ‘showed any allergic skin reactions. 


Industrial Eye Injuries 


Corneal abrasions, superficial burns of the cornea and con- 
junctiva, and patients who had corneal foreign bodies are best 
treated with gutt. penicillin. The drops are supplied to the 
patients for use at home. Three days’ treatment usually 
suffices to heal the injured cornea and conjunctiva. 


Potency and Stability 

The life of penicillin in solution is limited. Penicillin is 
hydrolysed in the presence of moisture. The stability of peni- 
cillin is also greatly affected by the pH of the solution ; the 
optimum pH is stated to be 6. Departure from this pH on 
either side leads to a considerable increase in the rate of deteri- 
oration. The rate of deterioration increases more rapidly on 
the acid side of pH 6, so that pH 6 to pH 6.5 is usually con- 
sidered the best range. By interpolation, the rate of deteriora- 
tion of a solution is twice as great at pH 7.5 and pH 5.2 as it 
is at pH 6. Temperature has a considerable effect on the 
stability of penicillin, the rate being approximately double for 
every 3°C. rise. Salts of certain metals destroy penicillin. The 
more important ones appear to be copper, lead, and mercury ; 
iron also inactivates the substance. Oxidizing agents such as 
potassium permanganate and hydrogen peroxide will destroy 
penicillin, although the substance seems to stand up fairly well 
to reducing agents. 

The actual life of penicillin in solution varies from batch 
to batch. Investigations carried out in the Glaxo Laboratories 
within the last twelve months have shown that the stability of 
the drug in solution is fairly high: even at room temperature 
its potency remained at between 90 and 100% for eight days. 
On the fourteenth day the potency of penicillin in solution 
kept at room temperature usually falls to about 75% of the 
original strength. 

The pH of the solution has a much greater effect on the 
stability of the penicillin. Benedict and others have demon- 
strated that at pH 6 penicillin in solution remained stable for 
360 hours, whilst at pH 5 (the acid side) and at pH 9 (the 
alkaline side) the stability lasted only 120 hours. In the prepara- 
tion of drops and ointment for ophthalmic use it is essential 
to get the pH of these preparations as near as possible to the 
pH of tears. The pH of tears is 7.2. “It is most fortunate that 
penicillin dissolved in distilled water has a pH between 6 and 
6.5; such solutions are therefore not irritating to the eyes. 
Water not only inactivates penicillin but also provides a medium 
for the growth of penicillin-resistant organisms. These organ- 
isms produce penicillinase, which destroys penicillin. The drop- 
bottles must therefore be carefully sterilized. 


Penicillin Eye Drops 


At Queen’s Hospital for Children the following method of 
preparation of penicillin eye drops is adopted. The drops 
contain 1,000 or 2,000 units per ml. in sterilized distilled water. 
20 ml. of distilled water is poured into bottles fitted with a 
bakelite cap and rubber washer and then autoclaved at 10 Ib. 
(4.5 kg.) pressure for half an hour. When penicillin drops are 
required two or four tablets of sodium penicillin (B. & W.), 
according to the strength required, are added to each 20 ml. 
The tablets supplied are of three different strengths—9,500, 
10,006, and 10,500 units per tablet. 


Penicillin Ointment 


When penicillin ointment was first prepared for ophthalmic 
¢ “lanette ” wax was employed as a base ; but it was found 


that the ointment was irritating to the eyes, as the pH of this 

fatty base is on the acid side and becomes more acid when the 
ointment is stored. “Lanette” wax was therefore discarded 
for ophthalmic use, and eucerin L.M. was found to be the best 
base for penicillin eye ointment. Within the first nine months 
the penicillin eye ointment was prepared with water: the penicil- 
lin was first dissolved in distilled water and then added to the 
eucerin L.M. At present water is not used in the making of 
ophthalmic ointment, and the stability of this preparation will 
therefore be very much greater. The penicillin is not soluble 
in the fatty base of the ointment, but it will dissolve in the 
tears fairly rapidly. When applied to the lids the moisture of 
the skin, and the tears which are constantly wetting the lid 
margins, will dissolve the penicillin. The delayed release of 
penicillin is advantageous in prolonging the action of penicillin. 

The method of preparation of penicillin eye ointment as used 
at the Queen’s Hospital for Children is given below. 

The ointment is prepared in the strength of 400 units per gramme. 
200,000 units of penicillin in powder form are rubbed down in a 
sterile mortar with a little sterile liquid paraffin. 500 g. of eucerin 
L.M. base (previously sterilized. by heating in a sterotherm at 
150°C.) are gradually incorporated. The ointment is transferred 
to sterile jars, using a sterile spatula. 


The official B.P. method of “preparing oculentum penicillin 
is as follows: 


Peniciliin (calcium salt) .. .. 100,000 units 


Melt together the yellow soft paraffin and the wool fat, filter 
while hot through coarse filter-paper placed in a heated funnel, and 
sterilize the mixture by heating at 150° C. for one hour. Place the 
penicillin (calcium salt) in a sterilized mortar and triturate with a 
small quantity of the basis until smooth; then incorporate the 
remainder of the basis gradually. Distribute into small sterile 
collapsible tubes and close. 


The official B.P. oculentum has not yet been tried. It will 
be essential for the dispenser to obtain wool fat and paraffin 
molle in an anhydrous state. Samples of commercial wool fat 
and paraffin molle are known to contain varying amounts of 
moisture. It is also hoped that the ointment will retain a pH 
very near to 6 for a few weeks: a change to the acid side due 
to decomposition of the wool fat would destroy the penicillin. 
In the present state of our knowledge eucerin L.M. has the 
necessary requisites for an oculentum base: (i) it has very little 
moisture ; and (ii) it does not turn acid and is considered by 
many pharmacists to be a superior base to woo! fat in the 
preparation of oculentum penicillin. 


Stability of Penicillin in Eye Drops and Ointment 


To ascertain the stability of penicillin in the eye drops used 
at Queen’s Hospital for Children, two bottles of eye drops as 
dispensed to out-patients were sent to Glaxo Laboratories. A 
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temperature. This solution was exposed to the air on frequent 
occasions. (The apparent increase in potency is, of course, an assay 
error, the accuracy of the method being about + 10%.) 


biological assay was carried out. The deterioration of the 
penicillin in the eye drops at refrigerator and at room 
temperature is shown in the accompanying Graph. 

The bottles were frequently opened and exposed to air in the 
same way as when the patients use them for treatment in their 
own homes. The solutions retained 50% of the original penicil- 
lin activity for about three weeks at room temperature, and 
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longer in the refrigerator. If one takes into account the un- 


‘doubted fact that penicillin solutions, in the first place, are 


often of greater concentration than is therapeutically necessary, 
the useful life of the solution can be taken as being two to 
three weeks, and possibly longer. In one case the solution 
seems to have increased in strength. This, of course, is due to 
an assay error. The method of assay normally has a margin 
of error of plus or minus 10%, which is reasonable for any 
biological assay method. 

The penicillin ointment was also sent to the Glaxo Labora- 
tories for examination. The original pH of the ointment was 
7.1, and this did not change significantly on standing. A bio- 
logical assay on the ointment was not carried out. The peni- 
cillin ointment was prepared without water, and its stability 
at room temperature is probably that of the dry penicillin— 
this means that it will probably last longer than six weeks. The 
pH of the eye drops was 6.35, and this fell but very slightly. 

These findings confirmed our clinical experience that the 
penicillin eye drops and ointment have an ideal pH value for 


ophthalmic use and are therefore not irritating to the eyes. | 


They also confirmed that the extellent results obtained in the 
treatment of out-patients suffering from external infections of 
the eye were due to the high content of penicillin in the eye 
drops and ointment which were dispensed for use at home for 
one or two weeks. 

Summary 

Penicillin eye drops and ointment were used for one year at 
Queen’s Hospital for Children and at the Hampstead General 
Hospital in the treatment of external eye infections. These prepara- 
tions were given to the patients for use at home. The clinical results 
were excellent. 

Allergic skin reactions of the lids and the skin of the face arising 
from the use of penicillin drops or ointment are described. 

A biological assay of the penicillin eye drops proved that the 
content of peniciilin when the eye drops are kept at room tempera- 
ture, and with the bottles frequently opened and exposed to air, 
was 80% of its original potency at the end of fourteen days. 


I wish to thank the Glaxo Laboratories for their great help, and 
particularly Dr. H. M. Walker and Mr. J. T. Marsh, M.P.S., who 
carried out the biological assay and gave me a ew ‘deal of useful 
information. My thanks are also due to Miss L. E. Jacob, M.P.S., 
the chief pharmacist at Queen’s Hospital for Children, whose 
interest in this investigation enabled me to try various penicillin 
preparations. 
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HYPERSOMNIA ASSOCIATED WITH 
ABNORMAL HUNGER: THE KLEINE-LEVIN 
SYNDROME 


BY 
JAMES RONALD, M.D., F.R.C.P.Ed. 


Junior Assistant Physician, Victoria Infirmary, Glasgow 


Abnormalities of sleep are commonly considered as falling into 
two classes—narcolepsy (including sleep paralysis, cataplexy, 
and sleep hallucinosis) and hypersomnia. In hypersomnia the 
patient can be aroused with difficulty from the prolonged sleep. 
The pathology of the condition is obscure, and it may be 
associated with various pathological states, such as cerebral 
tumour, encephalitis, head injury, endocrine and metabolic 
upsets, and toxic or infective conditions of the nervous system. 
Attention has been called by Kleine (1925) and Levin (1929, 


1936) to certain cases of hypersomnia in which morbid hunger 
is exhibited during the attack, accompanied by motor unrest 
and mild confusion. In view of the rarity of the condition the 
following two examples are considered worthy of record. 


Case I 


Male oad 18, working as a milling operator. His previous health 
had been good, save for occasional attacks of bronchitis in winter. 
His mother (aged 50) and father (aged 52), one sister (aged 22), 
and two brothers (aged 26 and 22) were alive and weil. One brother 
(aged 30) complained of attacks of sleepiness (noted at end of this 
case report). 

History of Present Illness—In 1939, at the age of 12, following an 
attack of “influenza” (then epidemic in the town in which he was 
living), he noticed a tendency to sleepy attacks at school. About 
the age of 144, when he started work as an office-boy, these attacks 
became pronounced. They occurred every three to six months and 
lasted from one to five days. During them he became very drowsy 
and would sleep if he closed his eyes. They occurred anywhere, 
even at meals or when he was standing up. During the attack he 
was unusually irritable, difficult to rouse, and felt ‘‘ confused and 
muddled ” if he was roused. There was definite abnormal hunger 
but no excessive thirst. He experienced no physical discomfort and 
had no unusual thoughts or dreams. The attacks wore off gradually, 
and for a day or two he felt somewhat “ depressed and touchy.” 
Sleep between the attacks was normal. Observers seeing him in an 
attack noted that the drowsiness came on usually in the morning 
and rapidly became severe; there was no abnormal behaviour, but 
he was slow to answer if roused and appeared “ dazed.” He was 
irritable, and when touched seemed to resent it intensely, throwing 
off the touching hand and contracting his muscles sharply. ‘* He 
tended to curl himself up like a hedgehog.”” One attack had occurred 
during the “ blitz’”’ on Coventry in November, 1941, and he had 
“slept like a baby during the eleven hours that bombs were 
dropping.” There were no hypnagogic hallucinations and no 
evidence of cataplexy or sleep paralysis. He had no other com- 
plaints, and lived a normal healthy life. 

Physical Examination.—He appeared healthy. Speech was slow 
and deliberate, but there was no evidence of delayed cerebration or 
encephalitis. General physical examination revealed no abnormality 
in the nervous system, heart, chest, abdomen, or urinary system. 
Ophthalmoscopically the disks and fundi were clear. B.P. 122/80. 

Special Examinations—Urine acid; specific gravity 1012; no 
albumin or sugar present. R.B.C., 4,250,000 per c.mm.; W.B.C., 
8,400 (polymorph leucocytes 40%, lymphocytes 57%, eosinophils 1%, 
hyaline cells 2%); haemoglobin, 90%. X-ray examination showed 
no abnormality of skull or pituitary fossa; a chest film revealed 
slight bronchial catarrh but no other abnormality. B.S.R. was 6 
and 10 mm. at.1 and 2 hours. Blood Wassermann and Kahn tests 
negative. Lumbar puncture revealed a clear fluid with no increase 
in pressure. Examination of C.S.F.: Cells, 1 per ml.; protein, 26 
mg./100 ml.; no excess of globulin; chlorides, 720 me. /100 ml.; 
sugar, 55 mg./100 ml.; culture remained sterile. Wassermann and 
Lange reactions negative. Electro-encephalography revealed no ab- 


_normality either at rest or during overbreathing. A fairly high 


potential alpha rhythm was noted in the occipital lobes. 

Carbohydrate Metabolism.—A _ glucose tolerance curve gave 
figures of 66, 84, 105, 55, 63, 68 mg./100 ml. (fasting and at half- 
hourly intervals thereafter). On a low-carbohydrate diet (80 g. per 
day). he showed no abnormal response to exercise. An insulin 
tolerance test was carried out after a diet of 400 g. of carbohydrate 
had been given for three days, and following a fast of three hours 
(Fraser, 1938, 1941). After the administration of insulin the blood- 
sugar figures were 76, 32, 62, 64, 64, 74 mg./100 ml. (fasting and 
at 20, 30, 40, 60, 90 minutes thereafter). There was a slight fall 
in blood pressure and a feeling of hunger, but no other abnormal 
symptoms. 

Progress —While under observation an attack developed, the 
general features of which agreed with those described. The hyper- 
somnia was well marked, and there was mild confusion with 
irritability accompanied by motor restlessness. The appetite was 
increased and could fairly be described as ravenous. There was no 
hypoglycaemia. 

Investigation of the patient’s brother, who complained of sleepi- 
ness, was also carried out. This revealed a picture of disturbance of 


sleep rhythm and features suggesting an encephalitis. The condition 


dated from an attack of “ sunstroke ” in 1935, and was not similar 
to that of Case I. 


Case Il 
Male aged 29. His previous health had been good, save for 
occasional attacks of tonsillitis. His mother (aged 60) and father 
(aged 62), three brothers (aged 40, 36, and 30), and three sisters 
(aged 38, 35, and 33) were alive and well. 
History of Present ItIness.—In 1936, when aged 20, the patient 
developed attacks of drowsiness, sometimes coming on first thing 
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in the morning. Attacks lasted two to three days, and occurred 
at four-monthly intervals; and he could not identify any precipita- 
ting factor. He could be roused, but fell asleep again when left. 
He had not fallen asleep standing up, but while at work or while 
talking. He had excessive hunger but no thirst. There was no rest- 
lessness, but some confusion of thought with amnesia for events 
occurring during the sleepy period. Nocturnal sleep was unaffected 
There were no unusual dreams or thoughts. Recovery took two 
to three days, during which time he felt rather depressed. - 

Physical Examination—He appeared healthy. No evidence of 
encephalitis could be found. General systemic examination revealed 
no abnormality. B.P. 118/76. Ophthalmoscopic examination showed 
no lesion of disks or fundi. 

Special Examinations—Urine acid; specific gravity 1016; no 
albumin or sugar present. R.B.C., 4,860,000 ; W.B.C. (polymorph 
leucocytes 72%, lymphocytes 26%, eosinophils 1%, hyaline cells 1%), 
7,200; haemoglobin, 94%. X-ray examination of skull, pituitary 
fossa, and chest showed no abnormality. B.S.R. was 4 and 7 mm. 


at 1 and 2 hours. Biood Wassermann and Kahn reactions negative. | 


Lumbar puncture revealed a clear fluid with no increase in pressure. 
Examination of C.S.F.: Cells, 2 per ml.; protein, 30 mg./100 ml. ; 
no excess of globulin; chlorides, 700 mg./100 ml.; sugar, 60 
mg./100 ml.; culture remained sterile; Wassermann and Lange 
reactions negative. An electroencephalogram revealed no abnor- 
mality either at rest or on overbreathing. 

Carbohydrate Metabolism.—A glucose tolerance test gave figures 
of 78, 110, 120, 100, 78, 70 mg./100 ml. (fasting and at half-hourly 
intervals thereafter). On a low-carbohydrate diet (80 g. per day) he 
showed no abnormal response to exercise. Following a diet of 
400 g. carbohydrate for three days, an insulin tolerance test yielded 
these figures: 80, 52, 60, 66, 72, 78 mg./100 ml. glucose (fasting 
and at 20, 30, 40, 60, 90 minutes thereafter). There were no 
abnormal symptoms. 


Discussion 


The faculty of sleep is possessed by all living beings, and it 
has been suggested (Szymanski, 1918a, 1918b, 1920) that two 
types of sleep may be recognized—polyphasic and monophasic. 
The former is exhibited by animals, such as the rabbit, which 
depend on touch and smell for obtaining food, and the latter 
by animals, such as the dog, which depend on vision. The 
human being, initially polyphasic, becomes monophasic early 
in his development. 

Pavlov (1927) has advanced the view that normal sleep 
represents a process of cerebral inhibition, but it must be 
recognized that other organs may be involved, as animals in 
which the cerebral hemispheres have been removed still show 
regular sleep and waking alternation (Best and Taylor, 1943). 
The existence of a “sleep centre” in the brain was first postu- 
lated by Dubois (1896) when he showed that disturbances of 
sleep were frequently associated with lesions of the nuclei of 
the anterior part of the aqueduct of Sylvius and the floor of the 
third ventricle. That the destruction of such a centre should 
be associated with hypersomnia, and not with insomnia, has 
not been explained. Rowe (1935) is of the opinion that the 
peri-aqueductal and periventricular grey matter should rather 
be regarded as a transmitting mechanism for sleep impulses 
passing between the cerebral nuclei and the autonomic nuclei 
of the midbrain. Demole (1927) has made the interesting 
observation that injection of solutions of calcium ’chloride in 
the region of the floor of the third ventricle produces deep 
sleep, the susceptible area extending from the lamina terminalis 
to the corpora mamillaria. Experimental work, borne out by 
clinical and pathological experience, implicates particularly the 
lateral hypothalamic areas in the region of the corpora mamil- 
laria (Hess, 1932; Ranson, 1939). The work of Davison and 
Demuth (1945a, 1945b) suggests that the actual mechanisms 
concerned with afferent and efferent connexions are effected by 
means of the medial forebrain bundle (part of the hippocampo- 
hypothalamic tract), cortico-hypothalamic fibres between the 
hippocampus and the mamillary nuclei, and fibres connecting 
the cortex and hypothalamus through the inferior thalamic 
peduncle. It would thus appear that the production of normal 
sleep depends on the integrity of such connexions, and that 
lesions affecting them lead to disturbances of sleep. The 
subject has been reviewed by Kleitman (1939, 1944). 

Of the abnormal forms of sleep, narcolepsy is more com- 
monly encountered than hypersomnia. The association of 
morbid hunger with excessive somnolence is rare, but is 
well enough established to justify its consideration as a 
specific entity, differing from narcolepsy in the periodic 


nature of the attacks, the absence of cataplexy and dis- 
ordered nocturnal sleep, and the presence of abnormal hunger 
during the attacks. 

The cases described above exhibit the typical features of the 
syndrome, which appears to be limited to males—onset in the 
second decade, appearance of attacks of abnormal sleep lasting 
several days, excessive hunger during such attacks, motor unrest, 
irritability, and mental confusion. Between the attacks the 


_ patients were both normal. In Case I the onset followed 


influenza, and a similar relationship has been noted by other 
writers. In neither case was there evidence of encephalitis or 
narcolepsy and its associated symptom-complexes. The response 
to sugar and insulin tolerance tests is considered to eliminate a 
diagnosis of hyperinsulism due to primary pancreatic over- 
activity, as judged by the standards laid down by Wilder (1940), 
and insulin intolerance was absent. An electroencephalogram 
revealed no abnormality, and this is in accordance with the 
findings of Critchley and Hoffman (1942). It is interesting 
to note that in a patient suffering from a hypothalamic 
tumour Walter et al. (1939) obtained an electroencephalogram 
resembling that found in deep, natural sleep. 

The causation of the condition is obscure. Purves-Stewart 
(1937) considers that the symptoms are suggestive of exhaustion 
of the centres in the prefrontal lobe which not only control 
psychomotor activities but also influence gastro-intestinal 
motility. Excessive hunger has been noted by Fulton (1938) 
after extirpation of parts of the frontal lobes in monkeys ; and 
intestinal hypermotility and restlessness by Messimy (1939). On 
the other hand, similar results have not followed frontal lobec- 
tomy in man. The somnolence is attributed by Levin to loss 
of function of the highest cerebral centres; that these do not 
all undergo inhibition at the same moment explains the variable 
time relation of symptoms. Critchley and Hoffman (1942), from 
their recent study of two cases, suggest that a patho-physio- 
logical process of undetermined nature affecting the hypo- 
thalamus is responsible, and do not consider the evidence in 
favour of a lesion of the frontal lobe to be convincing. The 
reversion to “polyphasic” sleep might be considered as 
supporting this hypothesis, and Lhermitte and Tournay’s (1927) 
association of abnormal sleep with lesions of the hypothalamic 
region and third ventricle also bears it out. 

A careful clinical study of the two cases here reported has 
failed to elucidate the problem of pathogenesis, and it is felt 
that until further evidence is forthcoming no definite conclusion 
can be reached. 


Summary 
Two cases of the Kleine-Levin syndrome (periodic somnolence, 
morbid hunger, motor unrest, and psychomotor upset) are reported. 
The mechanism of normal sleep and ee (excluding the 
narcolepsy symptom-complex) is briefly discu 
It is pointed out that the present state of our Siinbetee of the 
condition is inadequate to determine accurately the pathological 
lesion, which may involve the prefrontal zone, the hypothalamic 
region, or both. 
It is a pleasure to acknowledge my thahks to Dr. MacDonald 
Critchley for his advice. 
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THE XENOPUS PREGNANCY TEST 


BY 
R. F. MILTON, B.Sc. F.R.LC. 


The female toad Xenopus laevis was introduced into this 
country from South Africa in 1930 by Hogben for physio- 
logical purposes. It was subsequently shown that under natural 
conditions of existence this animal would not ovulate except 
upon stimulation by the male, and that if maintained under 
laboratory conditions out of contact with the male, oviposition 
would not normally occur. Hogben (1930), however, demon- 
strated that if the animal was injected with anterior pituitary 
hormone ovulation and oviposition could be induced. This 
fact was subsequently made use of by Bellerby (1934) and by 
Shapiro and Zwarenstein (1935), who independently suggested 
that the phenomenon could be utilized as a pregnancy test. 

The procedure simply consists in injecting the urine (or an 
extract) into the dorsal sac of the toad and watching for the 
subsequent appearance of eggs. More prolonged experience 
with the test, as was reported by Elkan (1938), showed that it 
was at least as reliable as the Aschheim-Zondek method 
(Zondek 1931), and considerably more convenient. 

As was emphasized by Landgrebe (1939) and later workers, 
the advantages of the test include: (1) its simplicity ; (2) the 
objectivity (even when only a few ova extrude they are quite 
unmistakable); (3) the rapidity with which a result may be 
obtained (6-18 hours) ; (4) after a resting period of about three 
months the toads may be used again. 


After the favourable comments on the test by Crew (1939) 
the toad method was introduced into the U.S.A. by Weisman 
and Coates (1941), who were much impressed by its simplicity 
and reliability. Weisman, Snyder, and Coates (1942) have since 
investigated the process on a much more quantitative basis, 
and have shown that the luteinizing factor gives a positive 
response at a much lower level than the follicular stimulating 
principle. Further work (Weisman and Coates, 1943) indicated 
that injection of about 100 i.u. of gonadotrophic substance 
represented the lowest level at which oviposition may be 
elicited. Since this amount is not likely to be present in 
normal urine, the likelihood of the test showing false positives 
is small. 

It has been suggested, however, that as normally carried out 
the test is not sensitive enough to indicate pregnancies where 
gonadotrophic excretion is low, as is often the case in the early 
stages. This is partly because the amount of urine which may 
be safely injected into the animal is quite small, larger quanti- 
ties having a lethal effect. In order to overcome this possi- 
bility, it is essential that concentration of the hormone from 
the urine be made before the test. The usual procedure is to 
treat the morning urine specimen with twice its volume of 
acetone, to separate by centrifuging, and to- dissolve the 
hormone from the precipitate by shaking with a small volume 
of distilled water. In view of the !ow stability of the hormone 
in the presence of solvents this technique is fraught with some 
risk. Moreover, toxic substances are co-precipitated which, 
when dissolved and injected into the toad, often have fatal 
effects. In view of these facts other methods of separation of 
the hormone. have been investigated. 

More recent work by Katzman, Godfrid, Cain, and Doisy 
(1943) has confirmed the observation of Lejwa (1932) that the 
gonadotrophic hormone may be separated in biological fluids 
by adsorption on permutit and elution with weak alkali. 
Katzman et al. use the permutit in the form of a chromato- 
graph column and allow the urine to pass through at.a steady 
rate so as to ensure complete adsorption. The urine is previ- 
ously adjusted to pH 3.5, and since this is close to the iso- 
electric point of the hormone it is suggested that absorption 
rather than cation exchange with the permutit is responsible 
for the separation. 


New Concentration Test 
This method of separation and concentration has been found 
to be very suitable as a preliminary to xenopus tests, and does 
in fact provide a means of indicating the quantitative as well 
as the qualitative excretion of the hormone. 


A chromatographic column is prepared quite conveniently from a 
piece of glass tubing of bore approximately 1 in. (2.5 cm.) diameter 
and 15 in. (38 cm.) long, with a constriction in the bottom. A 


* glass-wool plug is put in the constrittion. The tube is placed in a 


rubber bung, which fits in a Buchner filtration flask. Permutit 
“ Decalso ’’ brand (obtained from Messrs. Permutit, Ltd., Chiswick, 
London) is then poured into the top of the tube until a 
column of ‘the material about 10 in. (25 cm.) deep is produced. 
The column is then washed by pouring on dilute ammonia, dilute 
hydrochloric acid, and finally water. The column is dried by apply- 


* ing suction, and is then ready for use. The whole of the morning 


specimen of urine—e.g., 300 ml.—is filtered and adjusted to pH 3.5 
with dilute acetic acid, using bromphenol blue as an external indi- 
cator. It is then transferred to a separating funnel and clamped 
above the coiumn, and the tap of the funnel is opened to allow 
the urine to flow on to the column at a slow rate so that about 
300 ml. is passed through in 30 minutes. Gentle suction is applied 
to assist if necessary. The column is washed with water until the 
washings are colourless, and finally sucked dry. Elution of the 


‘hormone is then carried out by pouring 10 ml. of 5% ammonia on 


to the column, and allowing it to percoiate through before suction 


- is applied, and is followed by a second elution with 5 ml. of dilute 


ammonia. (The column may be used over and over again if cleansing 
by acid washing followed by distilled water is made each time.) The 
eluates are then combined and aspirated to remove ammonia, and 
5 ml. is injected into the dorsal lymph sac of each of three female 
Xenopus laevis. The toads are placed on wide-mesh platforms in 
jars, are just covered with water, and are put in a dark place 
(Weisman and.Coates, 1944) for 18 hours. A positive qualitative 
result is evidenced by the appearance of eggs, ranging from a dozen 
or so up to hundreds, 


Using this technique, a positive result may be obtained if the 
excretion of hormone is greater than about 500 i.u. a day—a 
condition which very rarely occurs in the absence of pregnancy, 
and usually is manifest after the first two weeks of pregnancy. 
Experience of this technique for the past year shows it to be 
extremely satisfactory. The quantitative test may be carried 
out by graduation of dosage and calculated on the basis of the 
Weisman findings. 


1 am indebted to Dr. C. J. O. Morris, of the Endocrine Unit, 
London Hospital, for criticism and for certain information with 
regard to the adsorption technique. 


REFERENCE 


receeny C. W. (1934). Nature, 133, 494. 

A. E. (1939). British ‘Medical Journal, 1, 766. 
Elkan, E. (1938). Ibid., 2, 1253. 

Hogben, L. T. (1930). Proc. roy. Soc., ~ A., 5, 19. 
Landgrebe, F. W. (1939). J. exp. Biol., 16, 89 

(1932). Biochem. , 236. 

Cain, C. K., and Doisy, E. A. (1943). J. biol. 


Shapiro, H. A., and Zwarenstein, H. (1935). S. Afr. med. J., 9, 202. 
Weisman, A. L, and Coates, C. W. (1941). Endocrinology, 28, 141. 
— — (1943). J. Lab. clin. 163 


(1944). logy, 
—— Snyder, A. E., and Coates, C. wy. 41942). Ibid. 
Zondek, B. (1931). Die hormone des Ovariums 
J. Springer, Berlin. 


GIANT URETHRAL CALCULUS IN THE 
FEMALE 


BY 


NORMAN C. LAKE, M.D., MLS., D.Sc., F.R.C.S. 
Senior Surgeon, Charing Cross Hospital 


Urethral calculi are not common, and caiculus in the female 
urethra may be regarded as rare, but when a stone reaches such 
a size that, having regard to the sex, it may be designated giant 
it is worthy of record. 

The great majority of urethral calculi occur in the male and 
are usually associated with some pathological condition of the 
urethra, either present or pre-existing, such as stricture, peri- 
urethral abscess, etc., which may obstruct the voiding of a 
small vesical calculus or is productive of a stagnant pool of 
infected urine in which phosphatic stones are deposited. Like 
most stones which form in tubular structures, the initial shape 
is a spindle, but secondary changes in the surrounding urethra 
—periurethral pockets and so on—may lead to bizarre forms. 
Such stones have been reported of considerable size and have 
often been present for many years—in one case as long as 
53 years. 
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In the female, however, the urethra is short and large in 
calibre ; furthermore stricture is uncommon, and owing to 
its vertical disposition stagnation of urine is almost unknown. 
For these reasons vesical calculi which pass the internal meatus 
will negotiate ‘the rest of the urethra easily, while the for- 
mation of a stone in situ is unlikely. The great majority of 
the recorded cases of urethral calculus have thus been in the 
male. 

The present case is that of a multiparous woman aged 60 
who .for over three years had complained of increasing dis- 
comfort and pain in the urethral region. For more than a year 


Fic. 1.—Photograph of stone, showing 
shape and size. 


there had been dysuria accompanied by a leaking incontinence ; 
for the same period the patient had been unable to sit without 
pain, and so spent her time either standing or lying down. 
When she was first medically examined a large swelling was 
noted on the anterior vaginal wall, which was diagnosed as an 
abscess ; in consequence antiphlogistic measures were instituted. 
After several months had passed the condition remained 
unaffected by treatment; it was then thought that post- 
inflammatory fibrosis might account for the swelling. As 
time went on, with increasing intensity of symptoms, the 


_ diagnosis was changed to one of probable malignant disease 


of the urethra, but some reluctance on the part of the patient 
to submit to investigation and 
surgical treatment delayed fur- 


ther consideration of the case. 
After more than three years had 
elapsed since the onset, the 
symptoms reached such _in- 
tensity and the discomfort be- 
came so unbearable that at last 
consent was given for further 
investigation. She was referred 
for an opinion whether any 
operative treatment was advis- 
able or whether radium treat- 
ment should be adopted. 

On examination she was 


found to have great difficulty 


in passing urine and yet to 
have a continual dribbling in- 
continence. In the anterior vagi- 
nal wall about an inch (2.5 cm.) 
above the external meatus was a large (tangerine-orange) 
swelling, tender, red, and extremely hard to the touch ; it was 
indeed thought to be too hard even for a carcinoma, and so 
suspicion of a calculus was raised, and confirmed both by 
x rays and by the passage of a probe, which grated against a 
stone about three-quarters of an inch (2 cm.) inside the rather 
pouting orifice. The stone was of such size that it seemed 
probabie it had stretched the internal meatus, and fears were 
entertained that permanent incontinence might follow its 
removal. At operation the external meatus was first 


Fic. 2.—X-ray picture of stone 
after removal. Note the inter- 
nal structure. 


stretched as much as seemed safe, and was then incised 
backwards and upwards in the midline through the oedema- 


tous anterior vaginal wall to the most prominent point of the 
swelling ; this allowed the calculus to be gently detached and 
removed. Exploration now revealed that the internal meatus 
was intact and that the whole stone had lain within the tre- 
mendously distended urethra. The cone-shaped cavity was 
smooth-walled, except for a little inflammatory reaction, and 
no evidence of any diaphragm or atresia was discovered. Some 
catgut sutures closed the urethra down to the meatus again, a 
cathéter being left in situ for a few days. After its removal it 
was, happily, found that a reasonable measure of control was 
present. This has slowly improved, leaving, nine months later, 
only a slight degree of stress incontinence under exceptional 
circumstances. As would be expected, there was a secondary 
cystitis present at first, which readily yielded to medicinal 
treatment. 

The stone (Fig. 1) had a circumference of 4} in. (10.75 cm.) 
vertically, 3 in. (9.8 cm.) horizontally ; length 14 in. (3.75 cm.), 
breadth 13% in. (3.3 cm.) ; its weight was 29 g. A scraping from 
the surface proved to be pure phosphate (except for a small 
amount of albuminous binding material), but the x-ray plate 
(Fig. 2) shows that the central nucleus is composed of denser 
material, possibly oxalate. The film also shows how the primary 
spindle-shaped calculus gradually conformed to the shape of the 
expanding urethra until it became an inverted cone with the 
point towards the external meatus. It will be noted that there 
was no evidence of any pre-existing pathological condition in 
the urethra, although such may have been present without 
causing symptoms, nor of any vesica! calculus. It therefore 
remains an enigma how the stone formed and why it did not 
pass in its earlier stages. 
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Medical Memoranda 


Surgical Treatment of Deformities of the Hallux 
by Skin-grafting 


End-results of surgical treatment of such minor foot disabili- 
ties as ingrowing toe-nail, onychogryphosis, and subungual 
exostosis, when such results are obtained by the Jones radical 
treatment, have not always given the degree of aesthetic satis- 
faction anticipated. I would therefore like to outline the 
procedure successfully adopted in a field surgical unit among 
cases chosen at random, and at varying stages of chronicity and 


inflammatory reaction. The method features skin-grafting ; and 


it aims at the final absence of shortening and of residual scar 
tissue. 


Ingrowing Toe-nail 


Under pentothal, gas and oxygen anaesthesia a tourniquet 
is applied round the base of the hallux ; the nail is then avulsed 
and the whole matrix dissected out. In some cases it is neces- 
sary at the same time to do a bilateral wedge resection of the 
matrix, owing to the toe-nail deformity. The thigh is previously 
prepared for skin-grafting, and a small Thiersch graft the size of 
the nail bed is taken from the prepared area and transferred to 
the prepared nail bed. It is very important that a firm dressing 
be applied, and the following method was found to be the most 
satisfactory : 


(a) A small firm ~~ pad of sterile cotton-wool impreg- 
nated with petroleum jelly, the size of the graft, is pressed firmly 
down over the latter. This is surrounded by (5) a very thin layer 
of gauze wrung out of saline solution. (c) A thin layer of petroleum 
jelly is placed on top. The two layers of petroleum jelly keep the 
saline gauze moist. The whole hallux is then firmly strapped with 
“ elastoplast.”” The patient remains in bed with a cradle over the 
leg, and sandbags on either side of the foot to prevent movement. 
On the fourth day the patient is taken to the theatre, and, with the 
strictest asepsis, the dressings are removed for inspection. Petro- 
leum jelly gauze dressings are then reapplied and the patient is 
returned to bed until the seventh day, when the area is again 
inspected. From the seventh to the tenth day dry dressings only 
are necessary. Patients are allowed baths from the seventh day 
onwards before their dressings are reapplied. Cases dealt with in 
this manner were discharged from hospital on the eleventh day, 
with a perfectly sound result, and when seen three months later had 
had no trouble whatever. There were no complications in a total 
of nine cases, and all skin grafts had taken when the primary 
inspection was made. They were, with one exception, free from 
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infection when operated on; and a one-stage operation was 
undertaken. 

In the infected case a two-stage operation was necessary. Under 
gas—oxygen anaesthesia complete avulsion of the nail and nail bed 
was carried out, and saline dressings were applied. Penicillin, 100,000 
units, was given intramuscularly. The most suitable time for the 
second stage was assumed to be on the third day, when granulation 
tissue was beginning to form. Under gas-and-oxygen anaesthesia a 
Thiersch graft was taken from the previously prepared thigh and 
transferred to the field of operation. The dressing and post-operative 
management were similar to those of the uninfected cases, and the 
result was equally satisfactory. 

Onychogryphosis—Two cases of uninfected onychogryphosis were 
dealt with by skin-graft methods. In both it was necessary to do a 
wedge resection. The remainder of the operation, and the post- 
operative management, were as for ingrowing toe-nail. Both results 
were good. 

Subungual Exostosis—-A one-stage operation is all that is necessary 
here. Once the exostosis has been removed, the procedure is the 
same as in the previously recorded — 


CONCLUSION 
The use of skin-grafting when dealing surgically with such 


conditions as ingrowing toe-nails, onychogryphosis, and sub- | 


ungual exostosis assures a more effective and cosmetic result 
by obviating the necessity for suturing, with its resu!tant liability 
to contracture and scar deformity. 


J. Hume Stewart, L.R.C.P.&S.Ed., L.R.F.P.S.G.. . 


Graded Surgical Specialist. 
Field Surgical Unit, B.A.O.R. 


Rat Scratch causing Weil’s Disease 


Much has been published recently on cases of Weil’s disease 
occurring among British troops in Italy and Normandy, but, so 
far as can be ascertained, infection was from bathing pools and 
rivers. Whereas several cases of Weil’s disease have been 
diagnosed and notified in Cardiganshire during the last five 
or six years, this is the first case in that county where the 
source of infection could be traced to an actual rat scratch. 
The other interesting point about this case is that a clinical 
diagnosis of Weil’s disease was made before the method of 
infection was discovered. 


CasE RECORD 


A farmer aged 24 was seen on March 16, 1946, complaining of 
headache, vomiting, generalized aches and pains, followed later by 
a rigor. The headache was acute frontal and retro-orbital in 
distribution, and there was also photophobia. The aches and pains 
were intense, confined to the back, the calf, and thigh muscles. 
The muscle pains were aggravated by movement. Vomiting was per- 
sistent for the first two or three days, and the vomit was bile- 
stained. On examination the temperature was 102° F. (38.9° C.), 
pulse 120, respirations 16. Examinations of abdomen, chest, ceniral 
nervous system, and urine revealed nothing abnormal. The patient 
was kept under observation and symptomatic treatment given. Two 
days later there was still no change in the symptoms: muscle pains 
continued prominent, and vomiting was present. On examination 
the temperature was 100° F. (37.8° C.), and the pulse 120. Eaireey 
glands were palpable in both groins and axillae, and abdominall 
there was spienic tenderness, but neither spleen nor liver was palpable. 

Twenty-four hours later the patient was jaundiced, the jaundice 
being of a more orange tint than the usual catarrhal variety. The 
conjunctivae were of course jaundiced, and there were moderate 
bilateral subconjunctival haemorrhages. There was also a mild 
bilateral blepharitis. The liver and spleen were palpable, and the 
urine contained large amounts of bile and albumin. The temperature 
was still 100° F., but the pulse rate had dropped to 100. There was 
a leucocytosis of 18,000, with 89% polymorphs. The red cell count 
was 4,250,000, with a haemoglobin of 75%. The blood pressure was 
112/65. A diagnosis of Weil’s disease was made, and 5 ml. of blood 
were taken for agglutination against Leptospira icterohaemorrhagiae. 
The report of the test was as follows: ‘‘ His serum gives partial 

utination of a suspension of L. icterohaemorrhagiae at 1 in 10 
dilution. Suggest that this test is repeated in seven days.” 

Fluids, glucose, and alkalis were pushed, and in another 24 hours 
vomiting abated, with a marked improvement in the patient’s general 
condition. The urinary secretion was carefully observed and 
measured in order to ascertain the early presence, if any, of 
oliguria. At this stage the patient disclosed that on March 9 (one 
week before the start of his illness) a rat cornered by a dog in the 
stables darted up his trouser-leg before being killed. There had 
been a few small scratches on the inner aspect of his right thigh, 
which healed and disappeared within 48 hours. 

From now on until March 30 the patient ran a fever of 99-100° F. 
(37.2-37.8° C.), and had marked albuminuria. His urinary output 
was, however, satisfactory (average, 42 oz. (1.2 litres) per 24 hours), 
and he was quite comfortable, with no further vomiting. On March 
31 the jaundice was clearing, ‘and there was only a trace of albumin 
in the urine. A further agglutination test on April 3 was positive, 
with agglutination in a dilution of 1 in 1,000. On April 7 he felt 
well, the jaundice had cleared, and his urine was albumin-free. Apart 
from the early conjunctival -haemorrhages there were no other 
haemorrhagic signs, such as epistaxis. At no time were the liver and 
spleen noticeably enlarged. 


Treatment consisted of massive doses of alkalis, a large fluid 
intake, and plenty of giucose. Penicillin was not used, as this seemed 
to be a fairly mild case of Weil’s disease, and , also it was under- 


*stood that for favourable results penicillin therapy must begin early 


in the disease. The duration of illness was 24 days. 


COMMENT 


The case reported above is of Weil’s-disease occurring in an 
agricultural district of Wales following a rat scratch. In the 
diagnosis of any condition in which there is a combination of 


pyrexia, jaundice, and albuminuria Weil’s disease should be, 


borne in mind. Although the duration of illness in this case 
was only 24 days, asthenia was marked, there being a loss of 
weight of 12 Ib. (5.4 kg.). Vigorous action is now being taken 
by the local authorities to increase rat destruction. 


We are indebted to mS Evan Evans, of Lampeter, for his helpful advice an 
and to Su Emergency Public Health Laborator. 


Aberystwyth, for the sestualantten tests. 
J. Evans, M.R.C.S., L.R.C.P 
J. Davies Jones, M.R.C.S., L.R.C.P 
Late Squad R.A.F. 


Recurrent Inguinal Hernia 


No very recent figures are available as to frequency of recur- 
rence, but the rate is probably still 5-10%. Many operations 
have been done in the last few years by young surgeons, who 
have not always removed the whole sac ‘or the lax peritoneum 
which produces the direct element. Sometimes a hernia of the 
linea semilunaris is missed. Fascioplasty operations are not 
yet widely practised ; insufficient attention is paid to closure 
of a wide internal abdominal ring; and, finally, the tone of the 
abdominal muscles is allowed to relax by too much resi in bed 
and lack of early exercises. 


OPERATIVE TECHNIQUE 


In dealing with a recurrent case, I proceed as though there 
had been no previous operation. Having exposed and lifted 
up the cord, holding it over to the outer side, I split the cover- 
ings on the inner aspect and define the circular fibres of the 
internal ring ; these may be felt before they are seen. With a 
sweep of the finger round to the outer side the spermatic vessels 
and vas are identified. The peritoneum is then picked up and 
opened. If a sac has been left and is present in the cord, a 
finger is introduced and it is drawn up by gauze dissection, 
without disturbing the structures of the cord. Attention is 
then directed to the removal of the slack peritoneum behind 
the epigastric and hypogastric arteries. This is pulled up and 
freed by gauze sponging until bladder fat is identified. The sac 


is clipped with large forceps and the peritoneum is stitched. - 


The line of suture may be 3-4 in. (7.5-10 cm.) long, but it is 
reduced to a point by tying the two ends of the thread together. 
Examination of the inner aspect of the excised sac often reveals 
fibrous nodes, the “ corns of Villandre.” 

Fascial Suture-—The assistant cuts a piece of fascia from 
the opposite thigh, 4 in. by 1 in. (10 by 2.5 cm.) wide, which 
makes four strips. The first one is used to close the abdominal 
ring ; one end is anchored by a thread stitch, and the strip is 
passed through the ring fibres by my fascioplasty forceps. One 
of the stitches approximates the edges between the vas and the 
vessels—Torek’s stitch. This strip’is fastened off by a thread 
stitch. A flap is cut from the inner portion of the external 
oblique aponeurosis, base downwards, and is fastened across 
the floor of the canal, being stitched to Poupart’s ligament and 
the conjoined tendon respectively. The cord is replaced and 
the roof restored by another fascial strip. I suture the deep 
layer of the superficial fascia separately before closing the skin. 

After-treatment—I consider it important to encourage the 
restoration of the tone of the abdominal muscles, and there- 
fore start gentle exercises after 24 hours. The patient begins 
by tightening up his muscles once an hour, soon performing 
definite movements, such as sitting up. He is allowed out of 
bed on the fifth day, is walking on the tenth day, and is 
encouraged to go back to work after 28 days. 


COMMENTS 


If the surgeon finds the sac, excises it widely, and carries out 
a fascial repair, with the co-operation of the patient and early 
restoration of the muscle tone, there is very little chance of 
recurrence. 

The commonest cause of recurrence is failure tu identify and 
remove the sac. The importance of wide excision of all slack 
peritoneum has been emphasized. 


ERNEST COWELL, K.B.E., M.D. F.R.C.S., K.H.S., 


Visiting Surgeon, Mayday Hospital, Croydon. 
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LUPUS VULGARIS 

The Problem of Lupus Vulgaris. By Robert Aitken, M.D., F.R.C.P.Ed. 

(Pp. 69; illustrated. 15s. plus 7d. postage.) Edinburgh: E. and S. 

Livingstone. 

Though not a particularly common disease there is no doubt 
that lupus vulgaris, owing to its chronicity, its disfiguring effect 
in so many cases, and the length of time and the expense needed 
for its successful treatment, presents a serious problem the 
existence of which has been realized by several generations of 
dermatologists. The gravity of the situation is increased by the 
fact that for the most part lupus is a disease of the poorer 
sections of the population. For this reason the main burden 
of its treatment is bound to fall upon public authorities, and 
up to the present time they have been extremely reluctant to 
shoulder the load. Their backwardness is the less excusable 
because since the inauguration of light treatment by Finsen at 
the end of the nineteenth century, and particularly since the im- 
provements on his original method introduced by his followers, 
the successful treatment of this disease has been for the most 
part simply a patient and prolonged application of the principles 
laid down by him. 

Dr. Robert Aitken in the present volume once more points 
out the need for co-ordinated action between the medical pro- 
fession and the public authorities. At the present time there 
are regrettably few centres in England or Scotland where the 
disease is properly treated, and even the law requiring the 
notification of all cases has been allowed to fall completely 
into abeyance. The regular notification of lupus vulgaris in 
daily practice would have at once the salutary effect of enabling 
an accurate estimate to be made of the numbers of lupus 
patients in existence and hence what provision is necessary 
for tackling the problem as a whole. Meanwhile those who 
are interested cannot do better than read Dr. Aitken’s little 
book. In it he has condensed the experience of thirty years 
spent (though of course not exclusively) in the study of this 
subject. The late Sir Norman Walker, who wrote a paper on 
the “Need of Greater Method in the Treatment of Lupus,” 
which he read at the Aberdeen meeting of the B.M.A. in 1914, 
inaugurated the modern regime of the treatment of lupus in 
Scotland. His efforts were temporarily frustrated by the war 
of 1914-18, but subsequently he opened a special lupus clinic 
at the Edinburgh Royal Infirmary and this received much- 
needed assistance from the light department which started in 
1923. His mantle has fallen upon the shoulders of Dr. Aitken, 
and the results of his work are now before us. They are good, 
but, as he maintains, they might be much better with proper 
co-operation from the public authorities. The publication of 
this book is really a plea for that. It appears at a most oppor- 
tune moment, for the whole medical service of Great Britain 
is now cast into the melting pot and the improved handling 
of the treatment of lupus is one of the things we may reasonably 
expect from the new era of medicine about to open. Dr. 
Aitken’s book is perhaps primarily intended for the medical 
profession, but it should be studied even more carefully by all 
the non-medica! administrators of the Ministry of Health and 
their satellites and also by our legislators. 


SOCIAL PAEDIATRICS 
< : ld and Adolescent Life in Health and Disease. A Study in Socia Paediatrics. 
Craig, M.D., F.R.C.P.Ed., F.R.S.Ed. Foreword by Charles 
MeNail, M.D., F.R.C.P. (Pp. 667; illustrated. 25s. plus 7d. postage.) 
Edinburgh: E. and S. Livingstone. 1946, 
Prof. W. S. Craig has performed a service of national impor- 
tance by compiling, after a long period of careful study, this 
excellent treatise giving a bird’s-eye view of the whole field of 
paediatrics in so far as poor children are concerned; and if 
the adjective “ poor ” seems unsuitable at a time when economic 
circumstances are steadily becoming more level throughout the 
country, let us replace it by “less fortunate.” And it is well 
to remember that the chief factor influencing the fortunes of 
childhood is the quality of the home. If all homes were as 


good as the best—using that word in the widest sense—Prof. 
Craig would have been able to cover the whole range of his 


subject in a much smaller volume. The reader will note that 
he frequently refers to the influence of home conditions upon 
children, and he deals specifically, though briefly, with the 
subject on p. 245; perhaps if he had made a fuller reference 
he would have focused the reader’s attention more sharply 
upon the most fundamental of a child’s needs, namely a good 
home. This comment should not, however, be taken as any 
reflection upon the merits of this work. What Baedeker did for 
intelligent travellers, Craig has done for paediatricians and for 
all who have the welfare of children at heart. He has provided 
us with a map of the paediatric country, and a precise and 
comprehensive description of its features; and he has seized 
every opportunity to indicate, either directly or indirectly, the 
paths along which progress has been made in the past and the 
requirements for further advance. 

Part 1 is a most interesting historical sketch describing the 
development of the many services now available for children— 
services which are remarkable alike in their*number and in 
their Jack of co-ordination. Part 2 describes the present provi- 
sions for the care of children; healthy school-children, sick 
children, delicate children, blind children, deaf children, epilep- 
tics, delinquents, the homeless—in fact, all children (except the 
very fortunate) are to be found in this procession as they run, 
skip, and alas sometimes stumble and falter pathetically 
through the pages. This is a truthful and objective summary, 
unspoilt by any empty emotionalism, and it will help to 
counteract the spirit of complacency which is still to be found 
all too frequently. The training of all those who participate in 
paediatric work is also described in this part of the book. 
Part 3 deals rather briefly with future developments ; and Part 4 
might be described as “ potted Acts of Parliament,” for it gives, 
in simple language, the essence from the paediatric point of 
view of the many enactments which have a bearing upon the 
subject. The volume concludes with several excellent appen- 
dices and a first-class index. 

This is undoubtedly a most valuable work, which has been 
aptly described by Prof. Charles McNeil, in his thoughtful and 
stimulating foreword, as “ immense both in its range and com- 
plexity ; and no less in its importance.” There are, as might 
be expected in the exposition of so great a mass of evidence, a 
few errors which can be corrected in future editions, but the 
work may be accepted as authoritative and it is warmly recom- 
mended as a well-written and reliable guide which stimulates 
while it teaches. .An improved paediatric service is on its way, 
and both planners and practical workers in the service would 
do well to keep Prof. Craig’s book beside them for frequent 
reference. The medical profession owes a great debt not only 
to the author, but to the publishers, whose work is well up to 
their usual high standard. 


NEUROLOGY, PSYCHIATRY, ENDOCRINOLOGY 


The 1945 Year Book of Neurology, Psychiatry and Endocrinology. Neurology, 
edited by Hans H. Reese, M.D., and Mabel G. Masten, M.D. Psychiatry, 
edited by Nolan D. C. Lewis, M.D. in a edited by Elmer L. 
Sevringhans, M.D. (Pp. 720; a $3.00 or 18s.) Chicago: The 
Year Book Publishers; London: H. K. Lewis and Co. 


This book is always welcome because it gives abstracts, often 
with editorial comment, of the principal articles in the litera- 
ture, foreign as well as American, in the three subjects. As 
might be expected many of these are related to war medicine 
and surgery but by no means-exclusively so. 

In the neurological section some interesting work on reflexes 
is covered, and head injuries, concussion, and tumours are 
discussed by many authorities. Some new work on epilepsy 
and the electroencephalogram is of considerable interest as are 
some observations on the demyelinating conditions. Peripheral 
neuritis and nerve injuries are fairly well covered and there 
are accounts of the so far disappointing results of penicillin in 
neurosyphilis. In the psychiatric section a good deal of work 
has been done on the electroencephalographic findings in vari- 
ous conditions, and some articles are included on shock therapy 
and leucotomy. There are several articles on the organic 
psychotic reactions and quite a number on psychosomatic con- 
ditions, and the final item reviews military psychiatry. In the 
endocrine section there are descriptions of recent work on the 
thyroid, and the account of experience in the use of thiouracil 
is of interest. The other glands are adequately dealt with in 
the various articles, but while knowledge continues to grow 
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it is obvious that there is much to be done before really 
adequate diagnosis and treatment can be achieved. 

All doctors will find interest in this collection of abstracts, 
while specialists in the three fields should find it necessary to 
study the volume every year.. 


INDUSTRIAL MEDICINE 

ds. Gd), Now Nock; ‘The 

versity Press. 1946. 
This book is issued under the auspices of the New York 
Academy of Medicine Committee on Medicine and the 
Changing Order. It is written by Dr. Bernhard J. Stern, a 
lecturer on sociology at Columbia University, and it traces in 
broad perspective the social, economic, legal, and professional 
setting within which industrial medicine has progressed. The 
book begins by giving a brief history of industrial medicine 
from the time af Hippocrates onwards, and then we read about 
the gradual rise of modern methods for the protection of the 
health and safety of the worker. The author is unduly critical 
in maintaining that Great Britain lagged in affording protection 
to workers, and was slow_in adopting factory inspection and 
workmen's compensation, for he candidly admits that the U.S.A. 
was far behind our rate of advance in almost every particular. 

In an interesting chapter on handicapped workers, evidence 
is adduced to show that the accident rate and absenteeism of 
the handicapped is lower than that of the able-bodied, while 
their production rate is higher. A long chapter on ‘ Preventive 
Services ” shows how different are the advantages provided in 
large plants as compared with most small ones. The average 
expenditure, in 1940, on a labour force of 49 million workers, 
was only 10 cents. The chapter on “ Health Insurance ” gives 
detailed evidence of the health plans adopted in some of the 
large plants, but it states that, taken together, the plans provide 
direct medical services to a negligible percentage of the total. 
The final chapter, on the industrial physician, maintains that 
the field of industrial medicine offers one of the most fruitful 
approaches to medicine and public health, and that it can play 
a preventive and curative part far beyond its present range. 


Notes on Books 


Xenopus Laevis : A Bibliography has been compiled by Drs. H. 
ZWARENSTEIN, N. SaPerKa, and H. A. SHapiro, and is published for 
the University of Cape Town by the African Bookman at 10s., 
post free. Before 1933 experimental work on the South African 
clawed frog was confined almost exclusively to South Africa. Since 
the discovery that it could be used for the diagnosis of human 
pregnancy Xenopus has found an increasing use in all parts of the 
world. Hence a growing interest in the biology of this amphibian 
has arisen, and it has been extensively used as an experimental 
animal. A full bibliography of the publications referring to it 
is timely. A note on the pregnancy test, by R. F. Milton, appears 
this week at p. 328. 


Preparations and Appliances 


A RESISTANCE TYPE SKIN THERMOMETER 
Dr. W. A. BourNnE, M.R.C.P., writes from Hove: 


A new type of skin thermometer evolved at my suggestion 
by Mr. Arthur Light with advice from Prof. Paterson Ross has 
now been in use for some months at the Royal Sussex County 
Hospital, the Hove General Hospital, and in my private practice, 
and has proved consistent, robust, and as portable as a small 
mains wireless set. 

The principle is that of an old, perhaps forgotten, friend, 
the Wheatstone bridge, the variable arms being a small metallic 
bead mounted for application to the patient’s skin (Fig. 1, D), 
balanced against a potentiometer controlled by dial E. If these 
are not balanced there is a current across the bridge indicated 
by a meter F. The thermometer, run from electric mains through 
plug A, is brought into action by switch B, and monitor light 
G indicates that mains current is passing. For absolute readings 
some minutes are allowed for full stabilization. The needle 


of meter F will have moved from zero in.a clockwise direction. 
On applying the alloy bead in its holder, the “ skin probe” D, 


to the skin, the needle F will be deflected according to the 
relation of resistances D and E. By moving dial E a point 
is found at which needle F shows a minimum deflection—i.-e., 
is as far in an anti-clockwise direction as possible. It does 
not as a rule reach zero, but the end-point is sharp. Ten seconds 
are allowed for full stabilization, the temperature is read 
directly from the dial, and further readings can be made else- 
where at once. 


A 


Fic. 2 


Fic. 1 


The complete apparatus (Fig. 2) measures 9 in. x9 in. x 11 in. 
(22.8 cm. x 22.8 cm. x 27.9 cm.), and has been used by the resi- 
dent staff in a considerable number of cases with success after 
very brief demonstration. 

I am indebted to Mr. Light, evolver of the apparatus, for 
the following technical details: 


The thermometer measures skin temperatures to the order of 
1/10° Centigrade. The bridge method employed has many 
advantages, including freedom from ambient temperature changes 
and from the necessity for initial setting-up operations. The heat- 
sensitive element, selected after investigation of many resistances, 
which had usually the objection of large heat capacity for the 
required sensitivity, was an oxide alloy of maximum diameter 
0.5 mm. sealed in a glass bead, which had a relation of heat 
sensitivity to heat capacity allowing overall stabilization time to 
“ subject” temperature of 7 seconds. This was mounted in an 
electrically and thermally insulated holder suitably shaped for 
application to the patient’s skin and giving necessary protection to 
the bead. 

This “ probe” is connected to the case containing the bridge net- 
work, precision potentiometer, controlled oscillator, and three-stage 
amplifier by a shielded concentric cable. The case itself is also 
shielded, and the apparatus is quite free from all electrical inter- 
ference but most sensitive to temperature changes in the probe. 

The bridge circuit is developed on conventional Wheatstone lines, 
care being taken to select low temperature coefficients for the 
stationary arms. One of the variable arms is of course the probe. 
The opposite arm is a precision potentiometer controlled from the 
front panel of the instrument. This is calibrated against known 
temperatures applied to the bead in stabilized copper-mercury cells, 
the full temperature range being determined by inter- and extra- 
polation. When all the arms of the bridge are of equal resistance 
there is no output from the bridge. Resistance changes in the 
patient’s probe disturb the balance and produce a current voltage 
across the bridge. The resultant resistance change for a temperature 
change of 1/10° being very small, a three-stage amplifier is 
added to make the null point of the bridge sensitive, and the final 
output of the amplifier led to a diode, the null point meter being 
connected in series with the load of the diode. To produce a 
minimum deflection on the meter again, the precision potentiometer 
is adjusted and the temperature read off directly from the 5 in. 
(12.7 cm.) dial fitted. 

Temperature range 10°C. to 40°C. calibrated directly on dial 
with subdivision 1/5° C. Probe capable of examining areas 
down to 1 mm. diameter. Any number of probes can be fitted, and 
any length of lead used. Mains operated, A.C. or D.C., 200/250 
volts. Finish—cream enamel cabinet. From Light Laboratories. 
31a, Shanklin Road, Brighton, 7. 


“ Tubarine ” brand injection of d-tubocurarine chloride, the intro- 
duction of whicl. is announced by Burroughs Wellcome and Co., is 
a stable solution of d-tubocurarine chloride containing 10 mg. per 
ml. for intravenous injection. It is intended for use as an adjunct 
to general anaesthesia, to promote muscular relaxation, and in con- 
ditions in which the action of curare is desired. As supplies are 
limited, it is available at present only in boxes of 6 ampoules, each 
containing 1.5 ml. (15 mg.). Further information is available on 
request from Burroughs Wellcome and Co., 12, Red Lion Square, 
London, W.C.1. 
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SEROUS PLEURAL EFFUSION 


There is still difference of opinion on the prognosis and 
treatment of serous pleural effusions; the ar has illus- 
trated some of the difficulties of this. It seemed, for 
example, undesirable to send to the Middle East men 
having had a recent pleural effusion in the knowledge that 
they might break down with pulmonary tuberculosis ; 
against this had to be weighed the possible loss to the 
Services of a highly trained man. And a man not allowed 
to go abroad on account of a history of pleural effusion 
might be deprived of his chance of promotion in his 
career. The only way of making a balanced decision is by 
a full knowledge of the facts. What is the evidence on 
the incidence of pulmonary tuberculosis after a primary 
serous pleural effusion? 

These effusions may be considered in terms of three age 
groups—those occurring below 15, those between 15 and 
40, and those over 40. Re-infection pulmonary tubercu- 
losis is rare under the age of 15, and carcinoma of lung 
is a common cause of effusion over the age of 40. Investi- 
gations show that a primary tuberculous complex close to 
the periphery of the lung may give rise to effusion, and 
that in such cases the prognosis is more favourable in 
children than in adults. Graham! traced 39 out of 56 chil- 
dren with a history of primary pleural effusion and found 
7 cases of pulmonary tuberculosis with 2 deaths ; Smithers? 
followed up 32 cases out of a series of 49 and also found 
7 cases of tuberculosis, 2 of which had proved fatal. 
Vaizey and Perry*® were able to trace 33 out of 60 after a 
period of five years or more, and found that only one had 
shown any manifestation of pulmonary tuberculosis. It is 
evident, therefore, that children with pleural effusion often 
do well and de not develop tuberculosis. 

Several investigations to elucidate the prognosis have 
been made in adults, and many of the earlier ones, car- 
ried out before the advent of chest radiography, yielded 
results very similar to the more recent ones: an interesting 
commentary on the stethoscope versus x rays controversy. 
In 1846 Laennec* taught—and indeed the whole French 
school did much to further the view—that pleurisy was 
often of tuberculous origin, while in 1897 Hamman® 
showed that of 562 cases of pleural effusion 167 (30%) 


1 Glasgow med. J., 1925, 104, 1. 

2 Arch. Dis. Childh., 1934, 9, 245. 

3 Lancet, 1940, 1, 1120. 

4 A Treatise on Mediate Auscuitation, London, 1846. 

5 Quoted by Osler, W. (1912). The Princip'es cnd Practice of Medicine, 8th ed., 
New York, p. 654. 


developed tuberculosis. More recently two large series 
have been reported from Scandinavia. Borelius® m 1932 
followed up 230 patients for ten to twenty years and found 
that 23 had died of pulmonary tuberculosis, while there 
was a morbidity of 39.8%. Kallner’? in 1937 gave a 
detailed analysis of 690 cases which he followed up for 
periods up to twenty years: among these there was a 
mortality of 22% and a morbidity of 39%. In 1939 
Trudeau* reported the figures from the Saranac Lake 
Sanatorium. He divided his cases into those in which 
effusion complicated recognized pulmonary tuberculosis— 
a group which we are not here considering—and those 
apparently primary. In this second group there were 83 
patients and 74 were well and working, 4 others were 
alive, and 5 had died. These figures were, however, based 
on a questionary issued to the patients and not on clinical 
or radiographical examination. Two surveys in England 
were interrupted by the outbreak of war in 1939. Vaizey 
and Perry® followed up some 308 cases admitted to a 
general hospital in the ten years’ period 1926 to 1936 and 
had succeeded in tracing 148, of whom 33 were under 15. 
Of the primary effusions between the ages of 15 and 25 
there were 80 men and 57 women; 2 of the men and 
1 of the women had died of pulmonary tuberculosis, 
3 men and 4 women were found to have extensive pulmon- 
ary tuberculosis radiographed subsequently, while 24 men 
and 8 women showed no evidence of disease. They con- 
cluded that, in spite of many cases not traced, the inci- 
dence of subsequent tuberculosis could not have been less 
than .30%. Robson® investigated those cases admitted to 
the Brompton Hospital between 5 and 12 years previously. 
He succeeded in tracing 70% of 111 cases and found a 
tuberculosis morbidity of 23%. It-may be wondered if 
there is a selection in those admitted to a general hospital 
compared with a chest hospital. 

Conybeare?” in a recent discussion considered a group of 
healthy young men who had developed primary effusions 
while on service in the R.A.F.; he had inquired into their 
subsequent history over a period of three years. He gave 
the tuberculosis morbidity rate as about 12%. This inves- 
tigation, carried out in a way similar to Trudeau’s, gives 
similar results and is open to the same objections. 
Brooks!® observed that in a similar investigation in the 
Royal Navy approximately 12% were found to have 
broken down with the disease and another 22% to have 
radiographical lesions in the lung. 

All the evidence points therefore to an incidence of 
pulmonary tuberculosis of over 30% in persons developing 
a serous primary pleural effusion between the ages of 15 
and 40. Arrangements ought, therefore, to be made for 
treatment with this knowledge in mind. The London 
County Council’s arrangement of setting up a special 
sanatorium at Sidcup for the treatment of such cases might 
be followed by other authorities. 


6 Acta. med. scand., 1932, 79, 391. 

7 Ibid., 1937, 92, 549. 

8 Amer. Rev. Tuberc., 1939, 39, 57. 

9 Practitioner, 1944, 153, 344. 

10 Quart. J. Med. Recent discussion at Association of Physicians. 
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A DUTCH ABSTRACTING SERVICE IN ENGLISH 


Many medical men in this country have received and are 
receiving invitations to join the Board of Editors of a 
medical abstracting service now being established in Hol- 
land. This service will issue a number of abstracting 
supplements in the various special branches of medicine 
on lines somewhat similar to those familiar to readers of 
the Zentralblitter previously brought out in Germany by 
the firm of Julius Springer. They will appear under the 
general title of Excerpta Medica. A distinguished group 
of Dutch medical men have associated themselves with 
this work, and we should have felt more able to extend a 
welcome to it were it not for two facts: the first is that 
the Dutch abstracting journals will be published in the 
English language ; the second is that in ignorance of the 
Dutch venture the B.M.A. has established an abstracting 
service in the Editorial Department of this Journal. 

That our Dutch colleagues have chosen the English 
language as their medium of communication is highly 
flattering to this country and a recognition of the possi- 
bility that English will replace German as the second 
language of medical men and men of science in Europe. 
It is, however, a matter of regret that before starting on 
this ambitious venture our Dutch colleagues did not first 
inquire whether any organization in Britain was not making 
a systematic attempt to fill the gap left in medical jour- 
nalism by the disappearance of the Zentralblatter. It 
would have been considered unwise if we had thought of 
starting an abstracting service in German or French or 
Dutch without having previously inquired whether such a 
service was not likely to be introduced in the countries 
where these languages are native. However excellent may 
be the linguists at the disposal of our Dutch colleagues, 
it would seem unlikely that they will be able to provide 
medical readers in Europe with a version of the English 
language which comes up to the standards we try to main- 
tain in British medical periodicals. Those familiar with 
articles in English appearing in foreign medical journals 
know well the obstacles that confront the translator. If, 
indeed, medical men in Europe and other countries are 
turning to Britain as a source of medical knowledge and 
want an information service through the medium of English 
abstracts of world medical periodicals, then it is very much 
our concern that the English they read should be that in 
current usage in the country of its origin. 

Apart from the important question of language, it is a 
pity that two competing abstracting services should be 
launched more or less at the same time. It is a pity 
because work will be duplicated where duplication should 
be unnecessary if the aims of the two services are similar. 
As there may be some misconception of the aims of 
the abstracting service now in operation in the Editorial 
Department of the British Medical Journal it is opportune 
to state again what they are. The immediate aim is to 
publish each month, beginning in January next year, two 
monthly abstracting journals—Abstracts of World Medi- 
cine and Abstracts of World Surgery, Obstetrics, and 
Gynaecology. From these titles it should be clear that the 
scope of the journals is international—that is to say, we 


shall include in the survey conducted through these two 
abstracting journals all the important medical journals pub- 
lished in the world, and these journals will subsequently be 
available in the Library of the B.M.A. In this way we 
hope to keep medical men here and abroad currently 
informed of medical work in progress in a world where, 
in spite of modern communications, doctors of different 
nationalities still know little enough of what is being 
thought and done outside their own frontiers. The publi- 
cation of two monthly abstracting journals is not, how- 
ever, the end-point of our abstracting service. Out of it, 
it is hoped, will evolve a series of abstracting sections or 
supplements in the various specialties. These will be pub- 
lished in the first instance in relation to the quarterly journals 
published by the B.M.A. where the editors of these journals 
see the need for them and when more paper becomes avail- 
able. It is hoped, too, to publish abstracting supplements 
in co-operation with the editors of other special journals 
published in this country. Our aim, in fact, is the same as 
that of our Dutch colleagues, and we differ only in the 
method of approach to the problem. In these days of 
increasing specialization we feel that it is more than ever 
necessary for the specialist to be aware of the problems 
workers in other special fields are tackling. Facts of 
science are being grouped in compartments that grow more 
and more watertight, and if the expert is to escape from 
the narrow confines of his own field he must be able to 
look over the hedge to get at least some idea of what the 
other man is up to. In medicine this is an urgent need 
and one which we are trying to meet. 

To assist us in this task a few hundred medical men have 
already been asked to do the work of abstracting ; and their 
response has been ready. At the same time our Dutch col- 
leagues are inviting the English editors of their editorial 
board to send to Holland the names of suitable abstracters 
in the various specialties. The regrettable work of dupli- 
cation has in fact started. It is not for us to suggest that 
medical men in this country should help to nourish a 
home-grown product, because medicine is international 
and knows no frontiers. It is, however, hoped that those 
wishing to support an abstracting service in the English 
language will carefully consider the problem before finally 
deciding which service is worthy of their support—the 
English or the Dutch. In an att@mpt to find a way out of 
the difficulty that has arisen we have suggested to our 
Dutch friends that they might consider publishing in their 
country a Dutch version of the two monthly abstracting 
journals which will be issued in January next year. 


PLAN FOR WORLD FOOD BOARD 


At the request of the Food and Agriculture Organization 
Sir John Boyd Orr, the Director-General, has prepared a 
report on long-term food problems for the consideration 
of the present conference at Copenhagen. There 
has never been enough food in the world to maintain 
normal health. Before the war more than half the world’s 
population consumed daily less than the food equivalent 
of 2,250 calories, whereas in spite of the present shortage 
in the United Kingdom the average daily intake per person 
is 2,750 calories. Production of agricultural products will 
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have to be doubled if all are to be relieved of hunger, 
provided with the basic. necessity of good health, and 
enabled to live the 70 years that they may hope for : the 
average length of life is 30 to 40 years in many areas, but 
nearly 70 in the best-fed communities. 

The rapidly increasing population in certain countries 
is an additional, though by no means insuperable, obstacle 
to any attempt at providing sufficient food for all; the 
main difficulty is the economic adjustment required to 
establish a continuous market with remunerative prices. 
Full employment with good wages would help to solve 
the problem of purchasing power in nations whose main 
industries are not food production ; volume of trade and 
prosperity of agriculture are interdependent ; but it is not 
easy to convince farmers who have seen prices for their 
goods crash in times of glut that the danger of over- 
production cannot arise in the immediate future. It is 
essential that increased food production should be the 
primary objective, but it is equally important that non- 
agricultural industries be re-established as soon as possible 
so that the purchasing power of countries in which these 
preponderate may suffice to cover the cost of food. A 
recommendation characteristic of Sir John’s humane 
approach to these problems is that countries in need 
of immediate assistance should be granted credits on 
approved programmes of development, which they would 
in time repay by the export of raw materials or other 
commodities, and that the financial worth of the borrower 
should not be the principal consideration. 

The charter of the F.A.O. established it as a fact-finding 
and advisory body only, required to defer to national 
sovereignty, but the critical food situation last winter has 
impelled Sir John to go beyond these limitations. He pro- 
poses that a World Food Board should be set up with the 
functions of stabilizing (by the provision of funds if neces- 
sary) the prices of agricultural commodities, establishing a 
world food reserve with which to meet emergencies, and 
providing funds for financing the disposal of surplus food 
cheaply to countries that most urgently need it. The Board 
would co-operate with organizations concerned with inter- 
national credits for industrial and agricultural development. 


APPLIED RESPIRATORY PHYSIOLOGY 


The physiology of respiratory function in health and 
disease is a promising field for investigation which has 
received too little attention in this country. One of the 
major problems of thoracic surgery is the selection of 
the right type of case for operation. A radical cure of the 
disease is of little use to the patient if the operation leaves 
him crippled by respiratory embarrassment. The assess- 
ment of a patient’s respiratory function and probable re- 
action to surgical intervention often have to be made 
empiricaily ; therefore any attempt to solve these problems 
scientifically must be welcomed. 

A series of observations by Birath' on lung volume and 
ventilation efficiency are of interest in this connexion. The 
lung volume was determined, during quiet respiration, by a 
modification of the hydrogen-dilution method of van Slyke 
and Binger,? and it was found that in healthy subjects the 
residual capacity after maximal expiration did not exceed 
35% of the total capacity. In untreated pulmonary tuber- 
culosis the total capacity of the lungs was reduced, and 
there was an absolute increase in the residual capacity. 


1 Acta med. scand., 1944, Supplement 154. 
2J. exp. Med., 1923, 37, 457. 


Three factors were responsible for these findings : compen- . 
satory emphysema, the presence of cavities increasing the 
pulmonary dead space, and a reflex rise in the respiratory 
level due to dyspnoea. Pneumothorax reduced the total 
capacity, as might be expected, but did not alter the 
relative proportions of its various fractions. Also the 
reduction of the lung volume was less than that of the 
insufflated air, a phenomenon previously observed by 
Christie* and others. This discrepancy was not entirely 
accounted for by compensatory distension of the thorax, 
suggesting that there was a real increase in the volume of 
the uncollapsed lung tissue. After thoracoplasty the lung 
volume was reduced and the residual capacity increased, 
probably because fixation of the chest limited expiration. 
This defect remained for ten years after operation, although 
the tota! capacity improved. A similar defect was observed 
after pneumonectomy and lobectomy, but the distribution 
of the fractions became more normal with the passage of 
time. 

Birath concludes that when part of a lung is put out of 
action there is an immediate increase in the volume of the 
remaining lung tissue, leading to distension of the function- 
ing parenchyma. This is probably a reflex effect. Hess* 
found that in animals a diminution of lung volume imme- 
diately produced an increased tonus in the diaphragm. 
This reflex has a double function : it increases the available 
alveolar surfaces, thus compensating for the reduction in 
gaseous exchange, and it opens up fresh capillaries to 
counteract the increased resistance in the pulmonary circu- 
lation. Birath thinks that the immediate action of this 
reflex accounts for the remarkable lack of functional dis- 
turbance which accompanies the removal of a lung. But 
a late effect of this distension is the production of perma- 
nent emphysema. In a subject who is already emphy- 
sematous, or whose lung capacity has been impaired by 
some other disease, such as tuberculosis, this defect may 
constitute a serious handicap after operation and may even 
prove fatal. Determination of the lung volume should 
therefore be of value when considering the indications for 
operation. If the residual capacity of the lungs is both 
absolutely and relatively too high, the probability of 
emphysema is great and respiratory function is certainly 
impaired. Estimation of the vital capacity alone is mis- 
leading in cases of emphysema ; even when the functional 
capacity of the lungs is considerably diminished vital 
capacity readings as high as 3 to 4 litres may be obtained. 
It is to be hoped that further research along these lines 
will result in the development of a reliable method for 
assessing pulmonary function before embarking upon 
irreversible surgery. 


NEW BLOOD 


One of the minor compensations of the wartime paper 
shortage was the reduction in the output of ephemeral 
literature and the higher standard of editing of scientific 
journals. It seems doubtful whether this happy state of 
affairs will continue, for compulsory virtues are swiftly 
discarded. The end of the war has, in fact, seen the birth 
of a large family of new journals, the latest of which has 
the rather blunt title of Blood. This is a product of the 
American school of haematology, under the editorship of 
William Dameshek. It is printed on good paper, with / 
occasional coloured plates and a blood-and-sand cover. 
The first number contains a review by Cohn of the chemical 


3 Quart. J. Med., 1936, 29, 445. 
4 Die Regullerung der Atmung, Leipzig, 1931. 
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components of the blood, followed by original articles, 


editorials, abstracts, and book reviews. Two of the dia- 
grams are of the horoscopic type, much favoured by 
American authors, which are very mysterious to the 
casual reader. They are apparently prepared in an effort 
to display the author’s whole knowledge of the subject in 
a microcosm, and they look more like problem pictures than 
visual aids to textual interpretation. ‘“ News and Views ” 
has a slightly disturbing pan-American flavour, but we 
understand that in future there will be corresponding 
editors in Europe and Asia. 

The danger which faces any specialist journal, and par- 
ticularly one of haematology, is that it may become too 
precious. Haematology is not a unified subject or 
discipline in the same sense as neurology and cardiology, 
and it is too limited and depressing a section of clinical 
medicine and pathology to constitute a whole-time specialty. 
There is no agreement as to who should be its exponents, 
whether clinicians, pathologists, or transfusion officers, 
though Dameshek comes down, rightly as we think, on the 
side of the clinician. The most important causes of 
anaemia are malnutrition, malaria, and hookworm disease, 
none of which is likely to be adequately considered in a 
journal of haematology, while the study of leukaemia is 
a branch of cancer research. The great advances in haema- 
tology have not been made by professed haematologists, 
and future advances would be unlikely to be published in 
a journal of haematology. The scientist studying the Rh 
factor does not speak the same language as one who is 
studying the P.A. factor. The former is a geneticist and 
serologist, the latter a nutritionist and biochemist. Analy- 
sis of the chemical components of the plasma takes us into 
the field of large-scale chemistry and biophysics. The 
result of all this is that journals of haematology, such as 
Folia Haematologica and Le Sang, have often concerned 
themselves with the minutiae of the subject and have 
become the medium for long-winded and unimportant 
arguments among the cognoscenti. They have too often 
devoted their pages to articles on the classification of rare 
and inscrutable maladies or to dogmatic statements about 
the lineage of blood cells, unsupported by experiment or 
comparative pathology. The danger that Dr. Dameshek 
will have to avoid is that of having prepared just another 
dish of caviare instead of good solid meat. However, 
there probably is a place for a journal of this kind, just 
because the blood is the meeting-place of so many 
influences, and we wish Dr. Dameshek good fortune in 
his task. 


INTERNAL CAROTID SYNDROMES 


The internal carotid artery represents the vertebrate “arteria 
cranialis carotis,” which, with its fellow on the other side, 
serves to supply the whole of the mammalian cerebrum. 
In man it is connected with its mate by the anterior 
communicating artery, and posteriorly it joins up with a 
relatively recent arterial contribution by way of the verte- 
brals, basilar, and posterior cerebrals. Thus a circulus 
arteriosus is evolved, and in this way, too, the vascular 
supply of the brain is partitioned into two zones of 
influence, of which the anterior three-fourths forms the 
territory of the internal carotid artery. How much the 
posterior system owes to the carotid varies. This point is 
borne out by the variable calibre of the posterior com- 
municating arteries, which are sometimes so large as to 
suggest that there may be an antero-posterior arterial flow 
within them. Arteriography has also shown that it is 


possible to demonstrate the posterior cerebral ramifica- 
tions by means of carotid injection in about 15% of all 
cases. 

In morbid conditions the carotid is rarely the seat of 
vascular occlusion ; the most usual cause for carotid syn- 
dromes is the deliberate surgical ligation of the artery. 
Untoward effects of this operation are an important prac- 
tical problem, though luckily not a common one. Para- 
lytic sequelae, which may come on immediately after 
carotid ligature or after a delay, were studied by Perthes 
and Briining in 1926, and ten years later by Gollub'. 
Three types are identified pathologically: (1) paralysis due 
to inadequacy of the collateral circulation; (2) hemi- 
paresis from thrombosis or embolus formation ; and (3) 
local cerebral oedema resulting from venous congestion. 
The second and the third may develop only after an 
interval, and only the third has a favourable outcome. 

Schorstein’s series? of 60 cases of carotid ligation for 
aneurysms showed a mortality of 13% and about the same 
proportion of neurological complications. His findings 
did not support the embolic theory, for he observed that 
the main cause of a hemiplegia was an inadequate circula- 
tion before operation. Poor health, anaemia, and a raised 
intracranial pressure are unfavourable circumstances, 
which add to the post-operative risk of cerebral anoxic 
necrosis and hemiplegia. In his view it is important that 
the patient should be nursed recumbent for three weeks 
after operation. Lambert Rogers* believes that electro- 
encephalography carried out at the time of temporary 
carotid occlusion is helpful in determining whether or 
not ligation will be followed by a dangerous degree of 
ischaemia. Another possible cause of dysfunction in the 
cerebral territory of the carotid can be seen in the angio- 
spasm of traumatic origin—the so-called stupeur artérielle, 
or Kroh’s spasm—due to a “near-miss” type of lesion. 
In Ecker’s four cases‘ war wounds of the neck or head 
produced a minor trauma of the internal carotid artery. 
Cerebral symptoms appeared within ten minutes. Oedema 
of the brain occurred early and lasted three or more days, 
the maximum swelling taking place within twenty-four 
hours. Narrowing of the cerebral arteries was actually 
demonstrated by arteriography, while air studies later 
revealed a dilatation of the ventricles, more especially on 
the homolateral side. 

None of these authors mention the interesting clinical 
syndrome of “carotid hemiplegia.” The association of 
optic atrophy on one side with hemiplegia and hemi- 
anaesthesia on the other forms a striking neurological 
picture (see Lestelle, Thése de Paris, 1903). When the 
dominant half of the brain is involved there may result 
a severe aphasia of particular importance to those inter- 


ested in speech affections because of the almost complete 


destruction of the zone of language. 


1 Miinch. med. Wschr., 1936, 83, 1827. 
2 Brit. J. Surg., 1940, 28, 50. 

3 Ibid., 1944, 32, 309. 

4 J. Neurosurg., 1945, 2, 479. 


The Home Secretary has appointed Dr. Robert Arthur Young 
to be a member of the Advisory Committee on the Administra- 
tion of the Cruelty to Animals Act, 1876, in place of the late 
Sir E. Farquhar Buzzard. 


The President of the Royal College of Physicians and the 


Master of the Society of Apothecaries of London have awarded 
the prize for the Joseph Rogers Essay (administered by the 
Society of Apothecaries) for 1946 to R. C. Wofinden (Rother- 
ham), who submitted an essay under the nom-de-plume 
“ Hygeia.” 
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Correspondence 


Keeping Mother and Baby Together 


Sir,—It is with pleasure that we note that the committee of 
the British Paediatric Association whose preliminary report on 
“ Cross-infection in Children’s Wards ” appeared in the Journal 
of May 4 (p. 673) advocates the above principle in future build- 
ings. In our article on “ Elimination of Cross-infection ” (British 
Medical Journal, 1945, 1, 159) we gave a’short account of our 
plastic surgery clinic for babies established on this principle. 
We have now been working under these conditions for nearly 
five years—i.e., giving each mother and baby a small room to 
themselves, with a window facing the sun, and still there has not 
been a single case of cross-infection—despite being very busy all 
the time. A few months ago a child soon after. admission de- 
veloped scarlet fever, and we realized that our system was to be 
tested. But by transferring mother and baby to our isolated 
room in the garden and adopting the usual precautions the 
infection did not spread, and operations went on as_ usual. 
Another child developed measles three days after returning 
home, yet no other case of measles developed in the clinic. 

A necessary factor in the system is that the mother must be 
to a large extent a free agent. There must be certain rules and 
regulations of coufse, but to get a happy and contented baby 
one must have a happy and contented mother. A mother who 
is reduced to a nervous wreck by an autocratic ward sister 
will not serve the desired purpose, for the baby will also become 
discontented and miserable and therefore unresponsive to treat- 
ment. We contend that a baby and mother are a biological 
entity, and to get results must be treated as such.--We are, etc., 


Cecity M. PICKERILL. 
H. P. PICKERILL. 


Wellington, N.Z. 


Pleural Shock or Cerebral Air Embolism 


Sir,—I should like to offer some criticism of Dr. D. Gut- 
mann’s letter on pleural shock (Aug. 24, p. 278). Although 
I do not deny the existence of pleural shock, I should like to 
point out how unconvincing are the three cases which he con- 
cludes to be due to this condition. He describes three incidents 
during needling of the chest, and I cannot agree from the 
evidence given that they were in fact due to pleural shock. 

In his first and fatal case collapse occurred only after air had 
been introduced apparently into a pleural space. Necropsy 
rarely reveals the small quantity of air necessary to produce 
a fatal issue in such a case. In his second case, one of spon- 
taneous pneumothorax having air withdrawn, there was already 
considerable circulatory and respiratory embarrassment before 
the insertion of the needle. The third incident, occurring in 
a woman with a ruptured lung abscess, might well be an ex- 
ample of vagal syncope, such as may attend any similar pro- 
cedure in the sitting conscious patient, especially if seriously 
ill. Suturing a cut finger may have just such an effect in the 
normal adult. 

As Dr. Gutmann states, serious collapse during the intro- 
duction of needles into the chest most commonly occurs if the 
lung substance is punctured or torn. This is surely because it 
is only if they enter the pulmonary circulation that small 
bubbles of air are likely to reach and block the cerebral or 
coronary vessels ; and it is not, as Dr. Gutmann suggests, due 
to pleural shock. As pointed out in the B.M.J. (July 20, p. 94), 
relatively large volumes of air must enter the peripheral venous 
system to produce untoward effects, which are due to filling of 
the right ventricle with air. Small bubbles are harmlessly 
arrested in the lungs and absorbed. Moreover, as well-demon- 
strated at the operation of adhesion section, it is stimulation of 
the parietal pleura which causes pain, distress, and reflex 
phenomena. The viscus itself is relatively insensitive. If 


stimulation of the parietal pleura commonly caused pleural 
shock, a serious increase in the incidence might have been 
anticipated when the use of Morland’s pneumothorax refill 
needles without local anaesthetic became widespread. 
no such increase has occurred. 


In fact 


Air embolism occasionally causes collapse and death, and 
accordingly many suggestions have been made concerning pre- 
cautions against its occurrence. The most fundamental of these 
is the proper use of the manometer. Some urge that the rubber 
tubing connecting the patient to the pneumothorax apparatus 
should be as short as possible and of small bore. Probably 
more important is the use of an efficient tap which allows no 
air to be delivered until turned on. The usual clip, so often 
faulty, is inadequate, and this probably explains many of the 
serious mishaps before the apparent introduction of air. With- 
in a year I have witnessed three cases of collapse during 
thoracic puncture procedures. 


Case 1.—-A man of 40 years with a chronic secondarily infected 
empyema collapsed while having the empyema cavity irrigated. He 
remained unconscious for forty-eight hours. He was found to 
have a hemiplegia, which persisted until his death five weeks later. 
Necropsy revealed a parietal lobe abscess. 

Case 2—A man of 39 years, undergoing a pneumothorax refill 
in a recumbent position, complained of ‘a tingling sensation in the 
right arm and lost consciousness for thirty seconds. The needle 
was immediately withdrawn, and although the manometric readings 
had been satisfactory on commencing the refill, lung puncture was 
evidenced by blood in the needle. Recovery was complete, although 
weakness of one arm persisted for two days. 

Case 3—A man of 32 years with a tuberculous empyema was 
undergoing aspiration, a procedure which he had several times pre- 
viously endured. After the cannula had been in position for two to 
three minutes he became pale, complained of faintness, and lost 
consciousness. On being laid flat, the cannula still in position, he 
quickly recovered, and the aspiration was continued. 


My interpretation of these events is as follows. The first was 
due to displacement of a septic thrombus in a pulmonary vein, 
with subsequent cerebral embolism. The second was an ex- 
ample of air embolism. The third could well be attributed to 
vagal syncope, and I see no reason to postulate pleural shock. 
as the occurrence seemed to have no direct relationship with 
either the insertion or continued presence of the cannula.— 
am, ¢tc., 


Aylesford. A. P. BENTLEY 


Autonomic Responses after Frontal Leucotomy 


Sir,—It would appear from the contents of the annotation 
on “ Autonomic Responses after Frontal Leucotomy ” (Aug. 17, 
p. 234) that your writer’s experience is of extensive cerebral 
incisions performed in a plane which is too posterior, as visual- 
ized by the resulting “ placidity which has on occasion been 
compared to that of a vegetable.” Presumably if one is to 
anticipate this degree of deterioration as the result of frontal 
leucotomy, an open operation (such as has already been per- 
formed by Lyerly in America) is not a drawback. It would 
however seem to be a better aim to inflict the minimum amount 
of injury to both grey and white matter which is necessary 
to produce the desired result. We believe this minimum is far 
less than has so far been reported. Our incisions have always 
been made with a leucotome to avoid deterioration, and we 
have varied the fibres cut according to the symptoms ; but we 
hope that a still smaller incision may eventually be found to 
suffice. 

The other point in the annotation on which we would com- 
ment is the statement that the operation is a blind one and the 
surgeon is never entirely sure which tracts have been destroyed. 
In a recent paper (Proc. roy. Soc. Med., June, 1946) we have 
shown how the operation need not be blind if a temporal 
approach is used and the Sylvian vessels are identified as a 
landmark ; additionally, a method was described in the article 
whereby the extent and position of the incision in the white 
matter could be demonstrated on a tracing of a brain through 
the plane of section. 

Lastly, another recent paper of Reitman’s shows that the 
effects of section in certain cases may be obtained not by in- 
ducing placidity but activity. Thus we feel that though the 
annotation is useful in bringing this important work to a more 
general notice some of its value is destroyed by its contents. 
—wWe are, etc., 

E. CUNNINGHAM DAXx. 


Coulsdon. E. J. RADLEY SMITH. 
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Incubation Period in Infective Hepatitis 


Sir,—The occurrence in June—Aug., 1945, of three cases of 
infective hepatitis at a European boys’ boarding school during 
term-time, followed by a fourth case during the subsequent 
holidays, gives an indication of the probable incubation period. 
Details of the cases are not presented, but the three observed 
during the term all showed the cardinal features of anorexia, 
slight fever, and hepatic pain, followed by intense jaundice 
lasting for ten days or more. Blood smears examined for 
malarial parasites were negative in each of these three cases. 

The first boy reported sick on June 23. The next two boys 
to be affected reported sick on July 18 and 19 respectively. A 
fourth boy began to suffer from anorexia on about Aug. 19 
and was noticed to be jaundiced on Aug. 26. The second and 
third cases suggest an incubation period of 25-26 days, the 
fourth some 5 days longer. 

A possibie fallacy is the occurrence of subclinical cases. It 
may be noted that term ended on July 31, so that if the fourth 
boy acquired his infection while at the school the minimum 
incubation period, from a subctinical case, would have been 
19 days. The second boy to be affected sat next but one to the 
first boy at meals, otherwise contact between the cases was 
only casual. 

It is perhaps worth recording that there was an epidemic of 
measles in the school at the time. The occurrence of cases of 
infective hepatitis brought to an abrupt stop the col‘ection and 
use of convalescent measles serum. None of the few recipients 
of the serum developed jaundice, however. 

(This note is published at the suggestion of Dr. E. R. Cullinan 
and by permission of Hon. Director cf Medical Services, 
Kenya).—I am, etc., 

Kenya. FREDK. J. WRIGHT. 


Early Treatment of Ocular Defects in Infants and Young 
Children 


Sir,—I imagine that all ophthalmologists must deplore the 
delay which, not infrequently, they encounter in referring for 
a specialist’s advice young children suffering from . squint 
in particular, and also other ocular defects. The usual plea 
for delay is that the child is too young or that it will grow out 
of the defect. The truth is that the child is never too young 
and very rarely grows out of it; on the contrary it grows into 
it and a whole train of perversions arises. In this connexion 
I cannot do better than quote the late Bernard Chavasse: 

“Tt seems probable that, if glasses were given to an infant 
immediately and as a matter of extreme urgency at the first 
momentary glide of the eye, the problem of accommodational 
squint, both in its visual and aesthetic aspects, would disappear. 
Operations would not be necessary. Multitudes of eyes would be 
saved for acute vision against the possibie loss, by accident or 
disease, of their fellows. A heavy burden would be lifted from 
the community; and some very bitter waters would run sweet.” 

Again, “‘ If there is a squint the child pays with its sight for every 
day’s delay—whoever treats it. The child has a moral right to 
instant investigation and treatment. Jf is the only way.” 


The delay of which I complain is not peculiar to this country, 
for Oscar Wilkinson of America in Strabismus (1943) complains 
just as strongly as Chavasse. If every general practitioner in 
this country reads this letter and acts upon it, a very great 
service will be rendered to the eyesight of the nation, and I 
say, deliberately, that I know of no other benefit which is so 
great and at the same time so readily available.—I am, etc., 


St. Leonards-on-Sea. MAuRICE C. MASON. 


Physiology of Vision 


Sir,—The Journal of April 27 has just reached me. I regret 
to find from it that Prof. H. Hartridge (p. 637) failed to point 
out to your readers the fact that Prof. Granit’s work confirms 
my own views on the nature of colour vision which were first 
made public in my book, A New Physiology of Sensation. 

In Lucknow, I may mention, first-year students were taught 
colour vision in their first term. It was not my custom, how- 
ever, to lay out the different theories of colour vision for their 
inspection, as it were, and then attempt to make choice between 


them. Instead, in addition to considering what electric currents 
do to that very abnormal cardiac preparation, the Stannius 
heart, they were also taught what the heart’s natural stimulant, 
adrenaline, does to hearts. After that they were invited to 
consider what would happen if retinal end-organs were rhyth- 
mically active structures just as are hearts, and were stimuiated 
to greater activity by the drug or hormone, visual purple 
modified by light. 

Colour vision thereby becomes a matter of simple deduction, 
one no longer puts up some special adjustive theory to. explain 
the phenomenon of compiementary colours ; one just predicts 
or deduces that such phenomena ought to be. My students 
further learnt that no theory of dark accommodation should 
be considered as acceptable unless one were able to predict from 
it the existence of complementary colours. I appreciate that 
to many of my contemporaries this is a hard saying, but I 
would even go further than this and claim that a valid theory 
of dark accommodation would automaticaliy lead to an 
explanation of the colours of Benham’s top. 

I mention Benham’s top because no satisfactory explanation 
of its colours was available until Dr. Naidu of Annamalai 
University took the matter up. In the “light” of orthodox 
theory he performed experiments over many months, and 
puzzled his brains to no resuit. Then he read my book and 
found an automatic explanation. His paper is published in 
Current Science (1938, 7, 273). Some day there should be more 
general appreciation of the point that there is unity behind the 
phenomena of vision, and that dark accommodation is even 
related to irritable weakness.—I am, etc., 


The Medical College, Rangoon. W. BuRRIDGE. 


Migrainous Headaches 


Sir,—In the interesting correspondence on the above subject, 
it has surprised me that no mention has been made of refrac- 
tive errors, either as regards causation or treatment. Through- 
out fifty years of general practice 1 have never yet found a 
case which, if coming within the wide classification of migrain- 
ous states, has not had some refractive error or binocular 
imbalance—it may be slight or it may be gross. Having been 
suspected, the next step is successful correction, and here we 
are entirely in the hands of the oculist. He has to exercise 
his judgment as to how much to correct and how much to 
leave to the patient’s own powers of adjustment. 

Success is measured solely by the lessening and final dis- 
appearance of the migrainous symptoms. This latter result may 
come with dramatic suddenness. The symptoms may have been 
of- a most varied character. The classical ones need no re- 
counting, but unusual variants are, I venture to think, of 
interest. One patient told me, after the oculist had lessened 
her troubles, that in another part of the country she had es- 
caped a cholecystectomy by the narrowest margin of time. 
Another elsewhere had been told that her only hope of relief 
from troublesome head symptoms was to undergo some cerebral 
operation, and that her vision was normal ; but the discovery 
of astigmatism and its correction entirely relieved her. Another 
patient came from the Channel Islands on a visit to relatives 
some years ago, and when I called to see her I found her nearly 
unconscious and with a dusky blue colour. On inquiry I learned 
that attacks of this character came on about every three weeks. 
Headache and the other common symptoms played only a 
secondary part. The usual routine visceral examination re- 
vealed nothing abnormal, but the oculist found considerable 
hypermetropic astigmatism, which he corrected forthwith ; and 
the family told me years later that not one attack occurred 
after she received her glasses. The case of another elderly 
lady illustrates the atypical nature of some migrainous con- 
ditions, in that her form of trouble was frequent falls followed 
by a dazed condition which had been diagnosed in the Midlands 


as petit mal. Again hypermetropic astigmatism was present, 


and the oculist’s prescription entirely removed the trouble. 

The above cases are only a few out of many, and I confess 
to the belief that every case approaching or resembling a 
migrainous state should be at all events suspected of refractive 
error or a “ phoria”’; and if present, there is, in my opinion, 
every prospect that a correction may ameliorate if not cure it. 
—I am, etc., 

Southsea. M. AsTON Key. 
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Penicillin Ointment 


Sir,—We read Dr. I. Lloyd Johnstone’s article (Aug. 10, 

p. 201) with much interest, and find it a very useful contribu- 
tion towards the use of penicillin in eye cases. There are, how- 
ever, some points where we should like to add our reflections 
based on nineteen months’ experimenting at the Eye Depart- 
ment of the Caernarvonshire and Anglesey Infirmary, Bangor, 
North Wales. 
» Dr. Johnstone questions the re'iability of collapsible lead 
tubes in dispensing creams. We have not hed any trouble with 
them, and the cream dispensed in them did not deteriorate 
faster than that kept in glass containers. We repeatedly tested 
them against Oxford Standard staphylococci, and more recently 
against various organisms cultured from conjunctival sacs— 
Staph. pyogenes, pneumococci, etc.—and found that the zone 
of inhibition—taking an average—was 15 to 16 mm. when fresh, 
11 to 12 mm. after one week’s use by the patient, 9 to 11 mm. 
after two weeks’, and 7 to 8 mm. after 3 weeks’ use. Our 
cream contains 250 units per gramme. The nozzled applicator 
tubes are the best containers for dispensing the creams: they 
give no trouble to the patient, and he need not observe sterile 
precautions. 

With regard to the pH of the creams, our experience concurs 
with that of Dr. Johnstone. We find 7.2 optimal. As a base, 


‘we first used 30° lanette wax in water, but several patients 


complained of this being irritating. We then tried eucerine 
L.M., and are now using an equal mixture of the two. This 
is easily applicable, not too hard, and does not irritate the 


conjunctiva.—We are, etc., 
J T. G. Wynne Parry. 


Bangor. G.C. Laszto. 


Peptic Ulcer 


Sir,—The paper entitled “ A Study of Peptic Ulcer” by Drs. 
Hugh Gainsborough and Eliot Slater (Aug. 24, p. 253) tempts 
me to record an observation of my own on the physical 
characteristics of peptic-ulcer patients. 

In the course of operating on some hundreds of cases of 
perforated ulcers I have been impressed by the very high pro- 
portion of the patients who had dark hair. Unfortunately I 
have no precise figures to quote, but for some years I have been 
in the habit of offering a modest financial reward of sixpence to 
my house-surgeons for each fair-haired patient with a perforated 
ulcer whom they could bring to my notice. Very few have 
been able to enrich themselves by a single sixpence at my 
expense, and none had previously heard of the association of 
this particular type with perforated ulcers. This leads me to 
suppose that the association, if generally recognized, is not 
commonly taught. The observation is of some practical value 
in that it indicates that the diagnosis of “ perforated ulcer” in 
a fair-haired patient needs to be scrutinized with more than 
ordinary scepticism. 

I would be interested to have the opinion of some of your 
readers, versed in anthropology and psychology, as to what light, 
if any, this observation may shed on the aetiology of peptic 
ulcer or on the factors which lead to perforation.—I am, etc., 


Edgware. FRANK Forty. 
Transmesenteric Hernia 
Sir,—Reports of cases of transmesenteric hernia appeared 


in the Journal of Feb. 16 (Peter Martin, p. 238) and March 2 
- (James Moroney, p. 329) of this year. My return to England 


has delayed these reaching me, but it is evidently worth record- 
ing a further case of this rare condition. 


On Jan. 21 a male African (Muganda) aged about 30 years was 
admitted to hospital, complaining of severe abdominal pain. The 
pain had woken him up about 2 o’clock that morning, and there 
was no relevant previous history. He vomited on admission, but 
his general condition was good; on examination of the abdomen 
nothing abnormal was found except a little tenderness below the 
umbilicus. An enema produced a constipated result, and the pain 
eased off, but later in the day the pain increased again, abdominal 
distension was noted, and his condition began to deteriorate. 

Laparotomy was performed about 20 hours after the onset of 
pdin. It was found that about 12 in. of sigmoid colon together 
with 6 in. of lower ileum had herniated through and become strangu- 
lated in a foramen in the mesentery of the small intestine. But not 


’ only were the herniated coiis of intestine practically gangrenous, 


the coil of small intestine was part of some 6 ft. of terminal ileum 


which was also gangrenous. The foramen was situated at the base 
of the mesentery near the caecum, and was about 1/2 in. in 
diameter; it had smooth sharp edges. The affected ileum was 
resected with ileostomy, and the sigmoid marsupialized; but the 
patient died the next day. 

In the artic’e on transmesenteric hernia mentioned by Martin 
(Cutler, C. D., and Scott, H. W., Surg. Gynec. Obstet., 1944, 79, 
509) reference is made to 54 cases of this condition at all ages, 
with a mortality of about one in three. The history in all 
cases is similar, and exact pre-operative diagnosis is rarely 
possible, but the onset of gangrene is rapid. The site of the 
mesenteric defect is commonly much the same as in the present 
case ; evidence is adduced in favour of its being due to a 
developmental defect in a relatively avascular part of the 
mesentery. It has been described as an incidental finding in 
3 of a series of 1,600 necropsies. The incarcerated bowel is, in 
most cases, the small intestine, though one other instance in 
which it is the large intestine is reported ; there is no reference 
to a case in which both iarge and small intestines are involved. 
That the sigmoid colon should pass from above downwards 
through the mesentery in the right iliac fossa is an interesting 
sidelight on the mobility of the intestines. Another extra- 
ordinary feature in the present account is that, as in Moroney’s 
case, gangrenous gut was present on both sides of the mesenteric 
defect ; there was no evidence of constriction at either end of 
the affected ileum, a central loop of which only was strangu- 
lated. It would appear that the blood suppiy of the whole 
segment had been interfered with in the mesentery, but it was 
not possible to ascertain how this had happened.—I am, etc., 

R. B. LEECH, 


Mengo Hospital, Kampala, Uganda. Church Missionary Society. 


Rubella in Pregnancy 


Sir,—I have read the correspondence about rubella with 
interest and feel that this personal experience may be of interest 
too. During the early part of 1940 I was seeing many cases 
of rubella but did not develop the complaint myself until about 
six weeks after seeing the first cases. I was then three months 
pregnant (second pregnancy). The disease iasted for three days 
with much sneezing and temperature of 100° F. (37.8° C.). For 
the subsequent four days I had considerable pain in my wrists. 
Four weeks afterwards a pilonidal cyst which had been quiescent 
for eight years became enlarged and infected and was dissected 
out under pentothal, gas, and ether anaesthesia, recovery being 
uneventful. 

I had a female child of 5 Ib. (2.2 kg.) three weeks after term. 
The baby suffered from mild neonatal jaundice and was a very 
slow feeder. Later she was amyotonic, extremities were biue, 
and the fontanelle bulging. There was frequent crying of 
“meningeal” type. She died at seven months from pneumo- 
coccal meningitis in spite of full dosage by mouth of sulpha- 
pyridine. Sight and hearing seemed quite normal and there was 
no congenital cardiac defect. 

During the course of my work I have come across one case 
of congenital nerve deafness and aphasia in a girl of five whose 
mother gives a history of having had rubella at the seventh 
month of her pregnancy. In view of the data already collected 
of the effect of rubella on foetal tissues it would. be a wise 
measure to warn those in charge of antenatal care to guard 
expectant women from this infectious complaint as much as 
possib‘e.—I am, etc., 

Woman Doctor.” 


Immunization with B.C.G. 


Sir,—The decision by the Ministry of Health to give B.C.G. 
a trial in this country will be welcome news to all doctors who 
are interested in the prevention and control of tuberculosis. The 
Minister is to be congratulated on this announcement. 

This treatment, as far as reports show, has proved to be of 
great value in other countries. If it is found to protect children 
from tuberculosis it should prevent tuberculous meningitis in 
children, and later all those cases of surgical tuberculosis, 
whether of bovine or human origin. 

Since I worked at the Pasteur Institute under Calmette and 
Guérin over some fifteen years ago I have been anxious to see 
B.C.G. tried out in this country and so far have been able to 
get nothing done.—I am, etc., 

Horsham. SYDNEY GORDON TIPPETT. 
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Trilene 


Sir,—In reply to Dr. Walter Calvert (Aug. 3, p. 172), con- 
cerning amnesia following upon the use of trilene in midwifery, 
apologies are due to Dr. Calvert for overlooking his article, 
which we have now read. His apparatus would appear very 
useful, particularly as at the present day it is difficult or im- 
possible to buy a Clover’s inhaler. We look forward to the 
forthcoming communication promised by him. 
~ Replying to Dr. T. D. Culbert (Aug. 10, p. 210), on physio- 
logical grounds alone we must agree to the contention that 
variation of the rate and depth of respiration must also vary 
the amount of available anaesthetic agent. However, we fail 
to see how this can be done with any degree of accuracy with- 
out a metronome and some method of measuring the depth of 
respiration, also a very co-operative patient. This would appear 
to be an expedient to remedy a defect rather than an equivalent 
method, and we would still prefer the simple accuracy of a 
variable administrator. 

Referring to the point raised concerning anaesthesia, as 
opposed to analgesia, with trilene: the article in question only 
mentions narcosis up to the point of automatic breathing with 
use of the Clover inhaler and bag, followed by its removal 
and maintenance of light anaesthesia with the “ open” inhaler 
set at 4/4 aperture. We have on occasions pushed anaesthesia 
to a deeper plane, and have noted the tachypnoea and tendency 
to cyanosis in certain cases. We have preferred, except in cases 
requiring the lightest plane of anaesthesia, to change to “ open” 
ether, for which the trilene prepares the patient in a most excel- 
lent manner. The “open” Clover inhaler set at 4/4 aperture 
has been found to give after three to four minutes’ administra- 
tion adequate narcosis for the purpose of simple perineal repair. 
We thank Dr. Culbert for his kindly criticism and com- 


mendation.—We are, etc., 
A. BARRATT. 


Leeds. S. H. B. PLatTTs. 


“Drug Eruption ” following Sodium Pentothal 


Sir,—In view of the recent correspondence describing drug 
eruptions after the use of sodium pentothal an account of the 
following case may be of interest. 


In 1941 an airman in the Middle East received a bullet wound of 
the perineum. Since then he has had about forty anaesthetics in the 
Middle East and in this country, being given pentothal or pentothal 
supplemented by an inhalation anaesthetic. 

He was admitted to this unit in 1944 for repair, and in two years 
has had three operations under gas-oxygen-ether with a pentothal 
induction. In March, 1946, he came in with a blocked suprapubic 
catheter, which was changed under pentothal anaesthesia, using, in 
ail, 20 ml. of a 5% solution (10 ml. for induction and 10 ml. inter- 
mittently). On his way back to the ward he developed an urticarial 
rash on his face, arms, and trunk, with gross swelling of his eyelids 
and lips. He was given adrenaline subcutaneously, 5, 10, 15, and 20 
minims (0.3, 0.6, 0.9, and 1.2 ml.) at five-minute intervals, after 
which the rash subsided; and the patient was subsequently quite 
well. He was admitted again with a blocked catheter in June, but 
this time was given gas-oxygen-trilene without any rash developing. 

On Aug. 1 he underwent an operation for the repair of a urethral 
fistula, and anaesthesia was induced with 10 ml. of a 5% solution 
of sodium pentothal, followed by endotracheal gas-oxygen-ether. 
The operation lasted fifty minutes, and neither during nor after 
the operation did a rash develop. 

An intra-dermal skin test (2 minims (0.12 ml.) of a 24% solution), 
using myself as a control, produced a skin weal an inch in diameter 
with a surrounding flare. This developed in fifteen minutes, end 
took an hour to disappear. The patient is an otherwise healthy man 
of twenty-four who gives no other history of an urticarial eruption. 


There seem to be two possible explanations for this case: 
first, that the patient has some degree of sensitivity to sodium 
pentothal, but that a dose larger than half a gramme is needed 
to produce a general reaction ; and secondly, that this reaction 
is inhibited by the addition of an inhalation anaesthetic. Un- 
fortunately there is no record of the amount of pentothal used 
in operations before he came to this unit. 

It would be interesting to know if others have had similar 
cases and to hear their views on the variability of the reaction 
to this drug where sensitivity is known to exist. 

My thanks are due to Mr. R. Mowlem, Mr. J. N. Barron, 
and Dr. H. Woodfield-Davies for permission to publish this 


case.—I am, etc., A 
P. H. Moore. 


St. Albans, 


Catheter and Prostate 


Sir,—In 1934 my article “Complete Closure of the Bladder 
in Cystotomy Cases” with special reference to prostatectomy 
was published in the Lancet. Practically all the methods now 
used by Mr. Wilson Hey, as described in his article in the 
Journal of May 18, 1946, were suggested in my article without 
the recent advantages of chemotherapy. My article was origi- 
nally submitted to the B.M.J. in the later part of 1932, but was 
not returned to me for over a year. As a result of this error 
I lost priority of an operation for complete closure of the 
bladder in prostatectomy, as Harris’s operation gained six 
months’ priority. 

I did not persist with my operation after six operations, 
because it produced so many heartaches due to catheter block- 
age, urethritis, and troublesome post-operative nursing. Mr. 
Wilson Hey’s improved technique upon my original operation 
encourages me to try it again. His method of excising part of 
the trigone, so as to make the residual prostatic pouch and 
bladder one, diathermic haemostasis, anti-clotting with sodium 
citrate, and pre-operative and post-operative chemotherapy 
seem most logical. I would like to know the percentage of 
cases in Mr. Wilson Hey’s series; how many developed post- 
operative retention, and if any required bladder drainage. 

Mr. Terence Millin’s operation is a brilliant contribution to 
prostatectomy, and should replace all other methods, providing 
post-operative stricture does not become its bugbear.—I am, etc., 

MorTON WHITBY. 

Durban, South Africa. 


Health Service Bill 
Si1r,—There has been some talk in these columns about “ the 


issues not being clear” in our dealings with the Minister re- 


garding the new National Health Service. To my mind there 
are enough points already on which agreement has been reached 
by the majority to make it possible to form a reasonably clear 
picture of our position. 

As I see it these are the main points: (1) The majority 
(doctors and laymen) want a National Health Service. (2) The 
Government scheme is not a unified service. (3) The majority 
of the medical profession object to direction, negative or other- 
wise, and consider it unnecessary to secure proper distribution. 
They feel sure that adjustment of remuneration to make un- 
attractive areas more remunerative would solve the problem. 
(4) The majority agree that payment by capitation fee and 
adequate mileage is the best scheme devised up to date. (5) A 
majority of practitioners object to their practices being bought 
by the Minister of Health without prospect of payment until 
retirement or death. (6) The majority object to the obvious 
infringement of their civil right to appeal to the High Court in 
the event of dismissal. (7) The majority object to the Minister’s 
high-handed action in presenting us with a fait accompli each 
time negotiations are suggested. 

Surely it is obvious by now that he has no intention of meeting 
any of our suggestions. What would any other group in the 
country do ?—decline to work the scheme until their reasonable 
demands had been met, and so clarify the position now before 
any more time had been wasted. No other section of the 
community is in such a favourable position to withstand this 
bureaucratic domination. The Minister has said he cannot 
work the scheme without the co-operation of the doctors. Let 
him understand now and in no uncertain voice that doctors 
will not work the scheme without mutual co-operation from 
him. Bullying and issuing orders are not co-operation.— 
I am, etc., 

Birmingham. W. Morison. 


Sir,—It has always been said that doctors are notoriously 
bad business men, and ‘this may well indeed be true. But even 
the most irredeemable moron never yet entered into a contract 
without first knowing (a) what was expected of him, and (b) what 
he was to receive out of it. But that is precisely what we 
doctors are in great danger of doing if we allow this proposed 
referendum or plebiscite to be completed before we are in 
possession of more facts as to the terms of service under the 
new Bill. Dress up the referendum with whatever words you 
wiil, it still stands naked as the simple question: “ Are you 
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Fine silver is distinguished 
by the device it bears—the 
Hall-mark. Inthe worldof 

medicine the name of The Crookes Laldaidiie 


Limited 


Mb. 
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ADVERTISEMENT 


denotes preparations of . 


Collosol Argentum, a stable colloidal suspension of 
has established itself as a product of importance in 


the treatment of chronic and acute inflammatory conditions, 
particularly of the eye, ear, nose and throat. 


Its properties as a silver preparation are unique : 


in addition 


to its stability it is non-irritant and nce-eteining and is 
entirely harmless to epithelial tissues. 
Its beneficial effects are, therefore, not offset by any damage 


to, or ‘impairment of, natural defensive mechanisms. 


eye it 


In the 
can be applied frequently, i.e. every hour, with results 


which often surpass those obtainable by the use of stronger 


preparations. 


For naso-pharyngeal use it is best used as a 


spray. 


THE CROOKES LABORATORIES LIMITED 


PAR 


K ROYAL LONDON, N.W.10 


SPENCER INDIVIDUALLY DESIGNED 


SPINAL SUPPORTS 


Spencer Designers make positive support 
embodying comfort without undue weight 


For spinal curvatures, injuries, or 
disease, Spencer Designers create a 
spinal support that orthopaedic opinion 
finds most effective. It provides posi- 
tive support with less weight and 
more comfort than does a brace. 


The Spencer Spinal Support is de- 
signed to exert the degree of hyper- 
extension or flexion of the spine 
required by the surgeon for treatment 
of the condition in the individual 
patient. 


Where immobilisation is needed, the 
necessary rigidity is incorporated. 
Only if individually designed, cut, 
made, and fitted for the one patient 
who is to wear it can a support be 
effective in the application of the 
necessary corrective and supportive 


Patient with fixed kythosis 
wearing a Spencer Spinal forces on the body to aid reconstruc 
jacket designed especially tion in the patient. 


for her 


SPENCER (BANBURY) LTD. 


CONSULTANT MANUFACTURERS OF 


SURGICAL AND ORTHOPAEDIC SUPPORTS 


B.M.J. 9/46 


Acidosis in Child 


MAGSORBENT 
GLUCOSE 


GRANULES and TABLETS 


A pleasant carminative combination of pure 


(Dextrose) and Magsorbent, 
flavoured with the finest oil of Peppermint. 


medicinal Glucose 


Magsorbent Glucose is indicated in the 

treatment of Acidosis, Ketosis, Cyclical 

Vomiting, Insulin reaction, also train, 
car, air and sea sickness. 


Formula:—Glucose B.P. 73-20% ; Magsorbent 
yoann trisilicate) 24-05% ; Ol. Menth. 
Pip. 0°65% ; Excipient 2-10%. 


Descriptive literature on request. 


KAYLENE, LIMITED 


ADSORBENTS, LTD., 
ROAD, LONDON, N.W.2. 


Sole Distributors : 
WATERLOO 


-Q 


Total Liver Extract for 
Parenteral Injection 


Hepolon is produced by improved processes 
which conserve all the known hemato- 
poietic principles of the whole liver ; it gives 
no reactions for histamine or undesirable 
protein. Hepolon approximates to the 
extract described by Gansslen ; later extracts 
have been described as of narrower 
therapeutic value. 


Hepolon not only passes the highest clinical 
tests for potency against pernicious anemia 
but contains Whipple’s factor, Wills’s factor, 
riboflavin, nicotinic acid, and the hematinic 
minerals of liver. 


box of 6, 6/-, box of 12, 11/6, and box of 24, 
-, and of 30 c.cm., 12/6. 


Ampoules of 2 c.cm. : 
22/-, Rubber-capped vial of be c.em., 5/ 


rer 


Contain: in 100 ¢.cm. the total soluble extractive matter of 250 c. fresh liver 


ALLEN & HANBURYS LTD, LONDON. E.2 
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MORYL 


TRADE MARK 


CARBACHOL 
Parasympathetic Stimulant 


A powerful stimulant of the parasympathetic ner- 
vous system, chemically related to acetylcholine, 
but more active and more stable. 


Indicated more especially in post-operative in- 
testinal stesis and urinary retention, “ Moryl"™ is 
also useful in eclampsia and pre-eclamptic condi- 
tions, hypertonia, paroxysmal tachycardia, anxiety 
neurosis, ozaena, and glaucoma. 


In ampoules, oral tablets, and special 
solutions for glaucoma and ozaena. 


FETRONOX 


TRADE MARK TABLETS BRAND 
Hypnotic—Sedative 


Formla: Each 9 gr. tablet contains w/w Barbitone 

B.P. 80.7%, Phenazone 5.5%, Phenacetin 5.5%, 

Hexamine 1.1%, Magnesium Peroxide 0.9%, 

Excipient to 100%. 

Enhanced power of barbitone through careful 
combination with other drugs—reduced toxicity ; 
no cumulative action or injurious effects on 
circulation, respiration, or gastro-intestinal tract. 


Samples and literature on request 
Savory & Moore Ltc., 
61, Welbeck Street, London, W.! (C.10a.) 


For sustained control of gastric hyperacidity 


NOVASORB 


(Hydrated Magnesium Trisilicate) 


Novatorb provides for sustained control over gastric 
hyperacidity without producing an alkaline condition 
in the stomach. It thus presents a desirabie improve- 
ment over the older antacids, where contro! is limited 
to the immediate reaction and where continued admink- 
Stration of excess alkali may induce alkalos's, 


High adsorptive properties 
Will not give rise to alkalosis 
With suitable doses, does not destroy 
peptic activity 
A safe antacid for general use 


The Movasorb brand of hydrated magnesium trisili 
cate was developed and introduced by Evans Fine 
Chemical Works and is based on original observations 
and clinical trials (Brit. med. J. 1936, 1, 143, 205 
and 254). 

tssued in Powder and Tablet form. 


for prices and further particulars apply to: 
Liverpool: Home Medical Department, Speke, Liverpool, !9 
Lendon: Home Medical Department, Bartholomew Close, E.C.1 


MEDICAL EVANS PRODUCTS 


Made in England by 


EVANS MEDICAL SUPPLIES LTD. 


Wide G | 
To facilitate the making of large casts from patterns, as in 
slab technique, ‘Gypsona’ is made in widths of 18 in., 24 in. 


and 36 in. This material offers the additional advantage of 


further reducing the time taken in application, because 
‘Gypsona’ is thoroughly and evenly impregnated with a high 
content of the finest plaster of Paris. A copy of “‘‘Gypsona’ 
Technique,”’ a handbook illustrating the application of Wide 
‘Gypsona’ material will be sent on request. 


Gypsona 


TRADE MARA 


PLASTER OF PARIS BANDAGES, 
WIDE MATERIAL AND SLABS 


Made in England by T. J. Smith & Nephew Ltd., Huil 


A Non-toxic, Non-staining Oxyuricide 


Children with threadworm infestation are often subject to 
gastro-intestinal disturbances ; thus, in the treatment of 
this condition, it is important to choose a medicament 
which is not likely to cause any further upset. 

Diphenan B.D.H. is not nauseating, it is colourless and 
practically tasteless and its action on the parasite is 
established ; Diphenan B.D.H. is, therefore, the mostgenerally 
useful anthelmintic for use in threadworm infestation 
in infants as well as in children and adults. Further 


information will be supplied on request. 


THE BRITISH DRUG HOUSES LTD. LONDON N.1 
Diphn/E/13a 
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veoh you not prepared to enter into service under the new 
ill?” 

Such a question is premature. Before we answer this question 
we need to know a lot more facts whicn are as yet not forth- 
coming. We need to be informed much more fully of all the 
“pros” and “cons.” So far all we have heard about are the 
obvious “ cons ”—direction, the prohibition of buying and sell- 
ing our practices, no appeal other than to the Minister, civil 
servant status, etc., etc. We have all had a bellyful of these 
singularly indigestible “cons” and have had plenty of time to 
try to absorb them into our systems. 

But what of the potential “ pros,” which when revealed may 
prove a little more palatable ? These “ pros,” which we should 
know and must know before we can reply to any referendum, 
are: (1) What is the proposed salary ? (2) What are the hcurs 
of work to be ? (3) What is the pension to be (if any)? (4) If 
service is to be pensionable, what adjustment will be made for 
the middle-aged practitioner who has only a limited period of 
pensionable service before him but has many years of under- 
paid N.H.I. service behind him? Until we know the answers 
to these questions (most especially (1), (2), and (3)), how on 
earth can we be expected to make any decision in replying to 
a referendum ? 

We need to know what our future income will be vis @ vis our 
present income. We have school fees to pay, insurances, etc., 
etc., which for our personal future budgets demand _ this 
knowledge. 

As for the working hours under the new Bill—we are told 
that the new N.H.S. will require about three times as many 
doctors as there are in practice to-day. It will obviously take 
many years to build up this extra strength of doctors. Pre- 
sumably, then, when the scheme comes into force in 1948 
our hours of work will be increased rather than decreased, and 
no doubt the paper-work will be stepped up tenfold. All this, 
of course, is far beyond a joke as the average G.P.’s home 
during the winter months is merely a place where he snatches 
odd meals and sleeps at night. In all conscience it is difficult 
enough for us now to do full justice to each of our patients 
during the winter. If we get more work (plus paper-work) 
piied upon us then the examination and careful treatment of 
patients during the winter months will become a pathetic carica- 
ture. And while all this welter of work is being prepared for 
us many of the country’s workers are striking for a 40-hour 
week. 

Mr. Bevan presumes to dictate to us—to direct us, to deny 
us the right of appeal to any soul other than himself. He 
intends to extract from us a forced loan to the Government in 
the shape of our practice capital on which he will graciously 
give us 23% (less tax) until we are 65 years old or die from 
overwork. Mr. Bevan proposes to do all this to us, but yet 
has not breathed a single word on the question of salary, hours 
of work, or pension. And all we do is to tiddle around and 
talk of a referendum on further negotiations. 

The Bill will become law. How could it be otherwise when the 
continued four-figure existence of that huge majority in the 
House depends largely on their ability as “ yes-men” ? The Bill 
will go inexorably through the Parliamentary sausage machine, 
and will plop out of the far end all neatly tied up at both ends ; 
and we, unless we wake up and get some unity among ourselves, 
will be neatly tied up in the middle of it. 

Sir, it is high time we doctors forgot some of our bedside 
dignity and got angry, really angry, with this man who in the 
spare time he has left over from his housing problems presumes 
to dictate our lives to us. Let us tell him quite bluntly that 
we don’t like his Bill; that we will not be directed ; that we 
wiil not have our practice goodwill confiscated from us; that 
we will not accept what must entail longer hours of work ; 
that we demand a channel of appeal other than to the Minister. 
In brief, let us tell him that we will neither operate nor co- 
operate in his scheme as it stands to-day. If Mr. Bevan then 
wishes to produce an alternative scheme let him consult with 
and be advised by the technicians who will have to operate it. 

Above all, let us have unity among ourselves. Let us not 
fall victim to the dictator’s policy of ‘divide and conquer.” 
On the principles of direction and appeal aione our very liberty 
is seriously threatened. If there is any spirit left in the pro- 
fession there can only be one reply to Mr. Bevan—a defiant, 
unequivocal “ No! ”—I am, etc., 


Glossop. . H. M. R. WapDDELL. 


Sir,—The principles for which the medical profession (or 
some of it) is fighting have been clearly and repeatedly stated 
in this Journal. But the majority of the profession is, as Dr. 
R. S. V. Marshall (Aug. 10, p. 207) remarked, “apathetic, 
resigned, or ignorant,” as are the people of this country at 
present—a state of affairs which is most striking to anyone like 
myself just returned from service overseas. 

The Minister of Health cannot but succeed in his nationaliza- 
tion scheme under such circumstances, for the Bill merely has 
to become a law to disperse feeble opposition. Theoretically, 
of course, our resistance is bound to succeed. It is only a matter 
of numbers—in spite of the influence of the formidable * enemy 
within the gate.” 

Speaking for myself I shall leave this country permanently, 
like many others, if we fail and our work is controlled by a 
higher authority who is also a layman. I suppose that the 
Government intends to produce the required 15,000 doctors by 
means of one of its celebrated statistical sleights of hand; 
and as there are no more gullible people than the British 
everything will be all right—except for the patient.—I am, etc., 


Airborne Forces Club. 


Sir,—You must be deploring the amount of letter space you 
would normally devote to technical correspondence but must 
now perforce allow to be encroached on by “ medico-poclitics,” 
a new subject and one impressed upon the profession’s attention 
from without. Yet you have not wasted this space if, as certainly 
appears, you have clarified some of the muddled thinking 
which seems inseparable from this new specialty. 

On the part of His Majesty’s Ministers one cannot diagnose 
muddled thinking until long-headed scheming is eliminated: 
apparent amblyopia may be deliberate shutting of the eyes. But 
there remains plenty of genuine naiveté, never better exempli- 
fied than by Mr. Bevan’s delicious recent plaint to the general 
effect that his Government can easily foist upon the public 
health schemes which nobody wants, but that only nurses and 
doctors can translate them into reality. 

From schoolboy days I seem to remember the pathetic bleat- 
ings of dominies who protested ad nauseam that they could 
provide every facility for learning, yet the “educand ” would in 
the nature of things learn nothing but by his own efforts. (I 
then cherished, being at the “age without pity,” unworthy sus- 
Ppicions that there might be such a person as a bad teacher 
here and there, and that this might be a bad doctrine conveni- 
ently propagated in order to make his detection difficult. But 
now that an increasingly powerful group in our own profession 
so often echoes the pedagogue’s refrain by way of explaining 
why the patient is no better—lI refer of course to the learned 
faculty of psychiatrists—such puerile doubts must clearly be 
dismissed.) 

The teacher is right in his contention, for he offers the crystal 
fountain of knowledge, and if his alumni will not drink they 
have themselves to blame for the very obvious social and 
economic advantages which will pass by. But I cannct for the 
life of me see how the argument applies the other way round 
to the turbid waters of Socialism, which, as Prof. K. Douglas 
Wilkinson (Aug. 24, p. 272) so ably points out, have a bitter 
taste to the more energetic and useful doctor, and the imbibing 
of which can only occasion social and economic disadvantages 
to such aman. The Socialists say: “ We have a plan to make 
your work monotonous and to reduce your income, but our 
plan will fail without your loyal co-operation.” 

The profession itself seems almost equally muddle-headed 
as to the organization of its counter-measures. It takes two to 
make a negotiation no less than a quarrel, and the wisdom of 
the proposed referendum is open to doubt in view of the fact 
that the only sign of ministerial consistency has been a declared 
and inflexible refusal to do any negotiating. And another 
abortive referendum is unthinkable at a time when the 
profession has such need to conserve its funds. 

I submit with humble deference that the only relevant ques- 
tion to print and post is: “What are you doing or going to do 
about the projected scheme?” Some men and women are 
already up and doing, for I know those who are leaving these 
shores or preparing to go: they are brave and adventurous 
people. I know others who are studying hard for higher diplo- 
mas, and they are still braver and more venturesome, since 
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Trilene 

Sir,—In reply to Dr. Walter Calvert (Aug. 3, p. 172), con- 
cerning amnesia following upon the use of trilene in midwifery, 
apologies are due to Dr. Calvert for overlooking his article, 
which we have now read. His apparatus would appear very 
useful, particularly as at the present day it is difficult or im- 
possible to buy a Clover’s inhaler. We look forward to the 
forthcoming communication promised by him. 

Replying to Dr. T. D. Culbert (Aug. 10, p. 210), on physio- 
logical grounds alone we must agree to the contention that 
variation of the rate and depth of respiration must also vary 
the amount of available anaesthetic agent. However, we fail 
to see how this can be done with any degree of accuracy with- 
out a metronome and some method of measuring the depth of 
respiration, also a very co-operative patient. This would appear 
to be an expedient to remedy a defect rather than an equivalent 
method, and we would still prefer the simple accuracy of a 
variable administrator. 

Referring to the point raised concerning anaesthesia, as 
opposed to analgesia, with trilene: the article in question only 
mentions narcosis up to the point of automatic breathing with 
use of the Clover inhaler and bag, followed by its removal 
and maintenance of light anaesthesia with the “ open” inhaler 
set at 4/4 aperture. We have on occasions pushed anaesthesia 
to a deeper plane, and have noted the tachypnoea and tendency 
to cyanosis in certain cases. We have preferred, except in cases 
requiring the lightest plane of anaesthesia, to change to “ open” 
ether, for which the trilene prepares the patient in a most excel- 
lent manner. The “open” Clover inhaler set at 4/4 aperture 
has been found to give after three to four minutes’ administra- 
tion adequate narcosis for the purpose of simple perineal repair. 
We thank Dr. Culbert for his kindly criticism and com- 


mendation.—We are, etc., 
A. BARRATT. 


Leeds. S. H. B. Pratts. 


“ Drug Eruption ” following Sodium Pentothal 
Sir,—In view of the recent correspondence describing drug 
eruptions after the use of sodium pentothal an account of the 
following case may be of interest. 


In 1941 an airman in the Middle East received a bullet wound of 
the perineum. Since then he has had about forty anaesthetics in the 
Middle East and in this country, being given pentothal or pentothal 
supplemented by an inhalation anaesthetic. 

He was admitted to this unit in 1944 for repair, and in two years 
has had three operations under gas-oxygen-ether with a pentothal 
induction. In March, 1946, he came in with a blocked suprapubic 
catheter, which was changed under pentothal anaesthesia, using, in 
ail, 20 ml. of a 5% solution (10 ml. for induction-and 10 ml. inter- 
mittently). On his way back to the ward he developed an urticarial 
rash on his face, arms, and trunk, with gross swelling of his eyelids 
and lips. He was given adrenaline subcutaneously, 5, 10, 15, and 20 
minims (0.3, 0.6, 0.9, and 1.2 ml.) at five-minute intervals, after 
which the rash subsided; and the patient was subsequently quite 
well. He was admitted again with a blocked catheter in June, but 
this time was given gas-oxygen-trilene without any rash developing. 

On Aug. 1 he underwent an operation for the repair of a urethral 
fistula, and amaesthesia was induced with 10 ml. of a 5% solution 
of sodium pentothal, followed by endotracheal gas-oxygen-ether. 
The operation lasted fifty minutes, and neither during nor after 
the operation did a rash develop. 

An intra-dermal skin test (2 minims (0.12 ml.) of a 24% solution), 
using myself as a control, produced a skin weal an inch in diameter 
with a surrounding flare. This developed in fifteen minutes, and 
took an hour to disappear. The patient is an otherwise healthy man 
of twenty-four who gives no other history of an urticarial eruption. 


There seem to be two possible explanations for this case: 
first, that the patient has some degree of sensitivity to sodium 
pentothal, but that a dose larger than half a gramme is needed 
to produce a general reaction ; and secondly, that this reaction 
is inhibited by the addition of an inhalation anaesthetic. Un- 
fortunately there is no record of the amount of pentothal used 
in operations before he came to this unit. 

It would be interesting to know if others have had similar 
cases and to hear their views on the variability of the reaction 
to this drug where sensitivity is known to exist. 

My thanks are due to Mr. R. Mowlem, Mr. J. N. Barron, 
and Dr. H. Woodfield-Davies for permission to publish this 
case.—I am, etc., 

St. Albans, 


P. H. Moore. 


Catheter and Prostate 


Sin—In 1934 my article “Complete Closure of the Bladder 


in Cystotomy Cases” with special reference to Prostatectomy 
was published in the Lancet. Practically all the methods now 
used by Mr. Wilson Hey, as described in his article in the 
Journal of May 18, 1946, were suggested in my article without 
the recent advantages of chemotherapy. My article was Origi- 
nally submitted to the B.M.J. in the later part of 1932, but was 
not returned to me for over a year. As a result of this error 
I lost priority of an operation for complete closure of the 
bladder in prostatectomy, as Harris’s operation gained six 
months’ priority. 

I did not persist with my operation after six operations, 
because it produced so many heartaches due to catheter block. 
age, urethritis, and troublesome post-operative nursing, Mr. 
Wilson Hey’s improved technique upon my original operation 
encourages me to try it again. His method of excising part of 
the trigone, so as to make the residual prostatic pouch and 
bladder one, diathermic haemostasis, anti-clotting with sodium 
citrate, and pre-operative and post-operative chemotherapy 
seem most logical. I would like to know the percentage of 
cases in Mr. Wilson Hey’s series ; how many developed post- 
operative retention, and if any required bladder drainage. 

Mr. Terence Millin’s operation is a brilliant contribution to 
prostatectomy, and should replace all other methods, providing 
post-operative stricture Coes not become its bugbear.—I am, etc, 


Morton Wuitpy, 
Durban, South Africa. 


Health Service Bill 


Str,—There has been some talk in these columns about “ the 
issues not being clear” in our dealings with the Minister re- 
garding the new National Health Service. To my mind there 
are enough points already on which agreement has been reached 
by the majority to make it possible to form a reasonably clear 
picture of our position. 

As I see it these are the main points: (1) The majority 
(doctors and laymen) want a National Health Service. (2) The 
Government scheme is not a unified service. (3) The majority 
of the medical profession object to direction, negative or other- 
wise, and consider it unnecessary to secure proper distribution. 
They feel sure that adjustment of remuneration to make un- 
attractive areas more remunerative would solve the problem. 
(4) The majority agree that payment by capitation fee and 
adequate mileage is the best scheme devised up to date. (5) A 
majority of practitioners object to their practices being bought 
by the Minister of Health without prospect of payment until 
retirement or death. (6) The majority object to the obvious 
infringement of their civil right to appeal to the High Court in 
the event of dismissal. (7) The majority object to the Minister's 
high-handed action in presenting us with a fait accompli each 
time negotiations are suggested. 

Surely it is obvious by now that he has no intention of meeting 
any of our suggestions. What would any other group in the 
country do ?—decline to work the scheme until their reasonable 
demands had been met, and so clarify the position now before 
any more time had been wasted. No other section of the 
community is in such a favourable position to withstand this 
bureaucratic domination. The Minister has said he cannot 
work the scheme without the co-operation of the doctors. Let 
him understand now and in no uncertain voice that doctors 
will not work the scheme without mutual co-operation from 
him. Bullying and issuing orders are not co-operation— 
I am, etc., 


Birmingham. W. Morison. 


Sir,—It has always been said that doctors are notoriously 
bad business men, and this may well indeed be true. But even 
the most irredeemable moron never yet entered into a contrac! 
without first knowing (a) what was expected of him, and (b) what 
he was to receive out of it. But that is precisely what we 
doctors are in great danger of doing if we allow this proposed 
referendum or plebiscite to be completed before we are if 
possession of more facts as to the terms of service under the 
new Bill. Dress up the referendum with whatever words yol 
wiil, it still stands naked as the simple question: “ Are you 
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of are you not prepared to enter into service under the new 


Such a question is premature. Before we answer this question 
we need to know a lot more facts which are as yet not forth- 
coming. We need to be informed much more fully of all the 
“pros” and “cons.” So far all we have heard about are the 
obvious “ cons ”—direction, the prohibition of buying and sell- 
ing our practices, no appeal other than to the Minister, civil 
servant status, etc., etc. We have all had a bellyful of these 
singularly indigestible “cons” and have had plenty of time to 
try to absorb them into our systems. 

But what of the potential “ pros,” which when revealed may 
prove a little more palatable ? These “ pros,” which we should 
know and must know before we can reply to any referendum, 
are; (1) What is the proposed salary ? (2) What are the hours 
of work to be ? (3) What is the pension to be (if any)? (4) If 
grvice is to be pensionable, what adjustment will be made for 
the middle-aged practitioner who has only a limited period of 
pensionable service before him but has many years of under- 
paid N.H.I. service behind him ? Until we know the answers 
to these questions (most especially (1), (2), and (3)), how on 
earth can we be expected to make any decision in replying to 
a referendum ? 

We need to know what our future income will be vis a vis our 
present income. We have school fees to pay, insurances, etc., 
etc, which for our personal future budgets demand _ this 
knowledge. 

As for the working hours under the new Bill—we are told 
that the new N.H.S. will require about three times as many 
doctors as there are in practice to-day. It will obviously take 
many years to build up this.extra strength of doctors. Pre- 
sumably, then, when the scheme comes into force in 1948 
our hours of work will be increased rather than decreased, and 
no doubt the paper-work will be stepped up tenfold. All this, 
of course, is far beyond a joke as the average G.P.’s home 
during the winter months is merely a place where he snatches 
odd meals and sieeps at night. In all conscience it is difficult 
enough for us now to do full justice to each of our patients 
diring the winter. If we get more work (plus paper-work) 
piled upon us then the examination and careful treatment of 
patients during the winter months will become a pathetic carica- 
ture. And while all this welter of work is being prepared for 
us many of the country’s workers are striking for a 40-hour 
week. 

Mr. Bevan presumes to dictate to us—to direct us, to deny 
us the right of appeal to any soul other than himself. He 
intends to extract from us a forced loan to the Government in 
the shape of our practice capital on which he will graciously 
give us 2% (less tax) until we are 65 years old or die from 
overwork. Mr. Bevan proposes to do all this to us, but yet 
has not breathed a single word on the question of salary, hours 
of work, or pension. And all we do is to tiddle around and 
talk of a referendum on further negotiations. 

The Bill will become law. How could it be otherwise when the 
continued four-figure existence of that huge majority in the 
House depends largely on their ability as “ yes-men”’ ? The Bill 
will go inexorably through the Parliamentary sausage machine, 
and will plop out of the far end all neatly tied up at both ends ; 
and we, unless we wake up and get some unity among ourselves, 
will be neatly tied up in the middle of it. 

Sir, it is high time we doctors forgot some of our bedside 
dignity and got angry, really angry, with this man who in the 
spare time he has left over from his housing problems presumes 
to dictate our lives to us. Let us tell him quite bluntly that 
we don’t like his Bill; that we will not be directed ; that we 
Wil not have our practice goodwill confiscated from us ; that 
we will not accept what must entail longer hours of work ; 
that we demand a channel of appeal other than to the Minister. 
In brief, let us tell him that we will neither operate nor co- 
operate in his scheme as it stands to-day. If Mr. Bevan then 
Wishes to produce an alternative scheme let him consult with 
and be advised by the technicians who will have to operate it. 
Above all, let us have unity among ourselves. Let us- not 


fall victim to the dictator’s policy of “divide and conquer.” 
On the principles of direction and appeal aione our very liberty 
8 seriously threatened. If there is any spirit left in the pro- 
fession there can only be one reply to Mr. Bevan—a defiant, 
unequivocal No! am, etc., 
Glossop, 


H. M. R. WADDELL. 


Sir,—The principles for which the medical profession (or 
some of it) is fighting have been clearly and repeatedly stated 
in this Journal. But the majority of the profession is, as Dr. 
R. S. V. Marshall (Aug. 10, p. 207) remarked, “ apathetic, 
resigned, or ignorant,” as are the people of this country at 
present—a state of affairs which is most striking to anyone like 
myself just returned from service overseas. 

The Minister of Health cannot but succeed in his nationaliza- 
tion scheme under such circumstances, for the Bill merely has 
to become a law to disperse feeble oppcsition. Theoretically, 
of course, our resistance is bound to succeed. It is Only a matter 


_of numbers—in spite of the influence of the formidable “ enemy 


within the gate.” 

Speaking for myself I shall leave this country permanently, 
like many others, if we fail and our work is controlled by a 
higher authority who is also a layman. I suppose that the 
Government intends to produce the required 15,000 doctors by 
means of one of its celebrated statistical sleights of hand ; 
and as there are no more gullible people than the British 
everything will be all right—except for the patient—I am, etc., 


Airborne Forces Club. 


Sir,—You must be deploring the amount of letter space you 
would normally devote to technical correspondence but must 


- now perforce allow to be encroached on by “ medico-politics,” 


a new subject and one impressed upon the profession’s attention 
from without. Yet you have not wasted this space if, as certainly 
appears, you have clarified some of the muddled thinking 
which seems inseparable from this new specialty. 

On the part of His Majesty’s Ministers one cannot diagnose 
muddled thinking until long-headed scheming is eliminated: 
apparent amblyopia may be deliberate shutting of the eyes. But 
there remains plenty of genuine naiveté, never better exempli- 
fied than by Mr. Bevan’s delicious recent plaint to the general 
effect that his Government can easily foist upon the public 
health schemes which nobody wants, but that only nurses and 
doctors can translate them into reality. 

From schoolboy days I seem to remember the pathetic bleat- 
ings of dominies who protested ad nauseam that they could 
provide every facility for learning, yet the ““educand ” would in 
the nature of things learn nothing but by his own efforts. (I 
then cherished, being at the “age without pity,” unworthy sus- 
picions that there might be such a person as a bad teacher 
here and there, and that this might be a bad doctrine conveni- 
ently propagated in order to make his detection difficult. But 
now that an increasingly powerful group in our own profession 
so often echoes the pedagogue’s refrain by way of explaining 
why the patient is no better—I refer of course to the learned 
faculty of psychiatrists—such puerile doubts must clearly be 
dismissed.) 

The teacher is right in his contention, for he offers the crystal 
fountain of knowledge, and if his alumni will not drink they 
have themselves to blame for the very obvious social and 
economic advantages which will pass by. But I cannot for the 
life of me see how the argument applies the other way round 
to the turbid waters of Socialism, which, as Prof. K. Douglas 
Wilkinson (Aug. 24, p. 272) so ably points out, have a bitter 
taste to the more energetic and useful doctor, and the imbibing 
of which can only occasion social and economic disadvantages 
to such aman. The Socialists say: ‘““ We have a plan to make 
your work monotonous and to reduce your income, but our 
plan will fail without your loyal co-operation.” 

The profession itself seems almost equally muddle-headed 
as to the organization of its counter-measures. It takes two to 
make a negotiation no less than a quarrel, and the wisdom of 
the proposed referendum is open to doubt in view of the fact 
that the only sign of ministerial consistency has been a declared 
and inflexible refusal to do any negotiating. And another 
abortive referendum is unthinkable at a time when the 
profession has such need to conserve its funds. 

I submit with humble deference that the only relevant ques- 
tion to print and post is: “ What are you doing or going to do 
about the projected scheme?” Some men and women are 
already up and doing, for I know those who are leaving these 
shores or preparing to go: they are brave and adventurous 
people. I know others who are studying hard for higher diplo- 
mas, and they are still braver and more venturesome, since 


2 

= 
AL 
idder 
tomy 
now 
| the 
hout 
Wrigi- 
Was 
error 
"the 
six 
ions, 
lock- 
Mr, 
ation 
rt of 
and 
dium 
Tapy 
e of 
post- 
ing 
-ete., = 
the 
here 
ched 
clear ‘ 
ority | 
The | 
ority 
ther- 
tion. : 
un- f 
lem. 
and 
5) A 
ught 
until 
ious 
rt in ; 
ter’s 
each 4 
sting 
the 
able 
fore 
the 
this 
nnot 
Let 
“tors 
rom 
n— 
N. 
usly 
even 
tract ; 
what 
We 
osed 
> in 
you 
you : 


342 Sepr. 7, 1946 


CORRESPONDENCE 


BritIsu 
MEDICAL JOURNAL 


Government service (e.g., the Colonial Medical Service) so 
often discounts and discredits the better-qualified when pro- 
motion is in issue. Such a. question allows score, and if the 
replies can be deciphered they must make interesting reading 
to the public, the Government, and the medical profession it- 
self. Find as a fact that 79.81% of those who have any views 
on the matter are prepared to negotiate with a non-negotiator, 
and the moral, if any, is hard to see. It could be an index 
of Christian toleration, but some of us are Jews and Buddhists. 
But find as a fact that 79.81% are anxious to become Civil 
Servants, or willing to drift anywhere with the political wind, 
and the moral is plain: let them have it good and proper, and 
henceforth devote your valuable pages to facts and figures.— 
I am, etc., 


Stratford-cn-Avon. PETER PARRY. 


Sir.—It is indeéd a shocking thing, as Prof. K. Douglas 
Wilkinson points out (Aug. 24, p. 272), that the doctor in future 
is hardly likely to “ work longer than 48 hours a week,” and 
that “the practitioner who in the past has made £800 or £900 
a year is to get more, but the able, hard-working, more highly 
qualified, more successful doctor who may have made as much 
as £3,500 is to get less . . .” It is simply dreadful to feel “ that 
doctors will be less efficient, will not be proud of their profes- 
sion, will tend to resemble their peacetime counterpart in the 
Services, do as little medical work as possible, and that poorly,” 
merely because they will not have the opportunity to make 
£3.500 a year or more. Again, the “ poor stick” of the future 
working in a sort of “telephone service” will probably have 
had a “free education” and “speak B.B.C. English.” Could 
degradation indeed go further ? 

At the same time, I am afraid I cannot quite follow Prof. 
Wilkinson’s reasoning. He writes: “As a learned profession 
medicine is dead.” Of course it is, but it was no “ pink giant ” 
that killed it nor even a pink elephant, but Pasteur when he 
assisted at the birth of medicine as a science and thereby de- 
clared war on the childish assumption that medicine can be 
learned from books, and put an end to quotations from the 
ancients as a substitute for knowledge—unless as a preamble to 
one of the annual addresses, by way of a pretence to scholarship. 

But quite frankly I do not feel from a perusal of his letter 
that that is what your correspondent really means, although 
that is what he says. I think what he really means is that in 
future medicine will be no place for a snob, still less for a 
money-maker. Indeed, to quote the words of the editor of an 
ancient but vigorous contemporary, “the scope for bedside 
manner and humbug is steadily diminishing.”—I am, etc., 


London, W.6, LaurRA L. BATEMAN. 


Sir,—I should like to congratulate Prof. K. D. Wilkinson on 
his very excellent letter (Aug. 24, p. 272). It is quite the best 
and most straightforward one we have had. If only the B.M.A. 
members would stick together they could call the tune, but they 
will not—already there are blacklegs looking out for the best 
jobs for themselves under the new Service. 

No doctor ever talked of “ striking.” He could always see 
sick patients, but just sign no forms at all—National Health, 
death certificates, etc.—and there would be chaos. Everyone 
else can strike, but doctors doing so would just be “ not done” 
says the Government Press.—I am, etc., 

Leamington Spa. 


D. F. L. Crort. 


Reassuring the Profession 


Sir,—One feels that only a sense of economic insecurity will 
prevent a 100% vote against the National Health Service Bill 
in its present form. Most men under 50 have so many com- 
mitments that they cannot lightly contemplate remaining out 
of a scheme which seems to promise financial security and 
compensation. They feel even against their better judgment 
that they cannot afford to stay out. Reassure these that the 
profession, discarding all contracts (including the present 
National Health Insurance agreements), is prepared to run the 
health services of the country on a fee-paying basis so that 
no one may starve, and you will have the bulk of the profession 
with you. But reassurement they must have. 


As for the younger members of the profession (and Dar: 
ticularly those back from the Forces), they must be disillusioned 
about the terms of the present Bill. Show them that it js , 
pig in a poke,” that it guarantees terms of service in Neither 
time nor income, perpetuates all the disadvantages of present: 
day practice without any compensating advantages, that it Means 
harder work, longer hours, and a smalier income, at a time 
when wages all round are going up—and for what ?—-the Prom- 
ise of a pension which in 10, 15, or 20 years will bear no 
relationship to the cost of living. 

Unless these facts are more widely known there is a very 
grave fear that the voting may in spite of us go against the 
Association’s policy—and simply because few men know the 
facts of the situation. A leader on these lines would, one feels 
do more to clarify the position than a dozen verbatim account 
of Representative Meetings.—I am, etc., 


London, N.6. W. LEES TEMPLETON. 


Principles and Policies 


Sir,—A careful study of the proceedings of the Representative 
Body at its last meeting makes it clear that the issue lies between 
the policy of the B.M.A. and that of the Government. Why 
then all the talk about “ principles” which characterized s0 
many of the speeches ? Presumably the reference was to the 
Seven Principles enunciated by the Council for discussion by 
the R.B. at the meeting in May, but consideration of these in 
the light of the definitions of the word “principle” in the 
Oxford English Dictionary shows that most of them are matters 
of policy and in no way true principles. It is important that 
the distinction should be clearly recognized. Many will fight 
to the death for a principle: few would carry opposition to a 
policy so far. The O.E.D. definitions most applicable appear to 
be: (1) “A tenet forming the ground of, or held to be essential 
to, a system of thought or belief” ; (2) “‘a fundamental motive 
or reason of action, especially one consciously recognized and 
followed.” 

“The medical profession should remain free to exercise the 
art and science of medicine according to its traditions, stan- 
dards, and knowledge, the individual doctor retaining full re- 
sponsibility for the care of the patient, freedom of judgment, 
action, speech, and pubiication, without interference in his 
professional work ” clearly conforms to the definitions, but it 
seems to me that the rest of the so-called principles are either 
comprehended in it or are matters of opinion or policy. 

I cannot find sufficient reason for refusal to co-operate with 
the Minister on the ground of principle. Dr. Dain says that the 
basic salary means a “partial transference of the doctor's 
responsibility from the patient to the person who pays the bill.” 
This may be so, but in “the good old days” it was customary 
for wealthy people to pay for the medical attendance of their 
servants. Did the profession protest against this custom on the 
ground of principle? On, the contrary, the fact that the 
N.H.I.A. would have practically abolished it was one reason 
for the opposition of a large section of the profession to Mr. 
Lloyd George’s Bill. The practitioner will find it easier to 
protect the interests of his patient when a department is the 
“person who pays the bill” than when the latter was the 
squire who wanted his gamekeeper ready for a big shoot or his 
butler fit for a house party. 

In the matter of “direction,” has a practitioner ever been 
absolutely free to practise where he pleased ? If there was no 
vacancy in the place of his choice, or if he had not sufficient 
capital to purchase a practice or partnership, it is true that he 
was free to “squat”—but at the price of ostracism by his 
fellows. Are there really many other workers who are not 
subject to direction in one form or another? Is there any 
essential difference between the compulsory acquisition by the 
State of the goodwill of medical practices and the compulsory 
acquisition of the Bank of England and the mining industry? 

The policy of the present Government is Socialist. We as ? 
profession are essentially individualists, but it does not appear to 
me to be consonant with our dignity to refuse to work a National 
Health Service based on a policy for which the maiority of 
our patients voted at the general election. I am ‘not a Socialist: 
I have voted for the Conservative candidate in my Division at 
every election during the last 42 years, so that I have n0 
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. 
political bias in favour of this N.H.S. Bill, which frankly I 
detest. It deprives me of certain cherished privileges, affronts 


want to be free to practise in my own way, in my own place ; 
and when I retire, to hand over my patients to a man of my 
own choice. I am sure that most of my colleagues share these 
sentiments, but let us be honest, keep our sense of proportion, 
and not talk about “ principle ” when we really mean “ policy.” 

Two world wars during one generation have shaken the 
foundations of our civilization, and we live in a period of 
revolution, bloodless as yet, but none the less real. It seems 
to me lamentable that the Minister of Health should be able 
to say—with some justification—that “the spokesmen of some 
dements of the medical profession have become the most 
reactionary politicians in Great Britain.” One would have ex- 
pected a learned and humane profession to take the lead in 
adaptation to the changed conditions of life. To refuse to 
attempt to work an Act of Parliament appears to me to be 
undemocratic and indefensible. To insist on Regulations em- 
bodying safeguards to our remaining liberties, adequate remun- 
eration, and equitable terms of service as an essential condition 
of taking service under the Act is a right which we share with 
all other workers, and I hope that our negotiators will be in- 
structed to take this course. For myself, being a law-abiding 
citizen, when this Bill becomes law I shall feel obliged to work 
itto the best of my ability—and I am very sure that I shall not 
be merely a member of a small minority.—I am, etc., 


Buckfastleigh. SYDNEY R. WILLIAMS. 


Resistance 
§r,—Britain is emerging from a situation in which she im- 


perilled her existence in the name of democracy to protect 


isolated minorities in Europe against the domination of a group 
temporari:iy in a position to infringe their rights and impose 
political doctrines upon them—a group arrogantly acclaiming 
themselves to be in the vanguard of progress. Owing to the 
widespread cultivation of arrogance and the infliction of cruelty 
for political ends these cults became conventional in Germany, 
found expression during the war, and created the animosity 
towards the race which stili prevails. These acquired character- 
istics were responsible for the war and the manner in which it 
was conducted ; but the issue which determined Britain’s atti- 
tude was whether a powerful group, or combination of groups, 
should arrogate the rights of various weaker groups, dispose 
of their properties, and impose political doctrines upon them. 
Though. there was no semblance in the ethical principles vio- 
lated, the Labour programme regarding the medical profession 
and other minorities was designed, directiy or indirectly, to 
teach a similar objective. 

It is true that in a democratic sense the medical profession, 
like other minorities, is represented in the Government ; but the 
actual position is that it is governed by the representatives of 
labour. It is also, and more truly, represented by distinguished 
medical men with high qualifications and positions won in open 
competition. These distinguished men have made the problems 
of health a life study, and have consistentiy advocated reforms 
in the health services. Many of them have had these services 
under constant observation throughout long careers and have 
utilized their exceptional advantages to consider the advisability 
of the various changes which have been periodically advocated. 
They necessarily provide the most reliable information avaii- 
able, including that on which the contemplated changes are 
based ; yet recommendations, which they regard as of primary 
importance, are being set aside by men of whom few can claim 
to have made a contribution of value to this or any other 
subject. 

If it could be claimed that the tribunal was impartial the 
wisdom of resistance would be questionable ; but it is notorious 
that the essential qualification for membership is exceptional 
Proficiency in fostering and appealing to prejudice.—I am, etc., 
Amersham. H. MACNAUGHTON-JONES. 


H. G. Wells . 


Sir—May I express my appreciation of your very brilliant 
leader on the subject of Mr. Wells (Aug. 24, p. 268)? I feel 
that I should like to call attention to a volume not quoted in 
This, said by 


your article—viz., the Textbook of Zoology. 


my dignity, and interferes with me, as I think, unnecessarily. I . 


some to be one of his first books, and now under dual author- 
ship with A. M. Davis, I found very valuable during my first 
year as a medical student. The book is a literary classic and 
a joy to read. It is enriched by many concise diagrams and 
there is a very useful appendix of practical suggestions at the 
end of the work. Another very precise and fascinating small 
volume is his Short History of the World, published by Watts, 
probably a condensation of his monumental Outline, cited in 
your leader. I observed a new edition of the Short History 
has recently been published taking readers to the victorious 
conclusion of the war against the tripartite powers. 

While he was often very provocative in his utterance, I feel 
no one can afford lightly to dismiss the writings of such a 
profound thinker and scientist. He was one who knew how io 
arrest the popular imagination and I have always felt that his 
film The Shape of Things to Come is one of the most searching 
pieces of anti-war propaganda ever conceived. That film is a 
plain warning for all mankind and still has its message for 
our atomic age. I feel no one had a clearer conception of 
the full implications of modern science and of its use and 
misuse by man.—I am, etc., 


Dunfermline, Fife. J. B. GuRNEY SMITH. 


On Reverence for Authority 


Sir,—In the Journal of Aug. 24 you publish an appreciation 
of H. G. Wells in a leading article. In it you state, as if it 
were a thing to be admired, that he hated cant, pomp, and 
reverence for authority. We all hate cant because it is a vice. 
With his hatred of pomp many may disagree. It can be very 
pleasant and enjoyable, and it is the enemy of drabness. It 
appeals to some desire in the ordinary man, and at some time 
or other we all indulge in it, both in our public and private 
lives. It is not essentially wrong, and so it may not be hated. 
The vast majority will, I think, agree that reverence for 
authority is not a thing to be hated, but on the contrary that 
it is a virtue to be practised and admired, and will hold in 
suspicion the man who teaches otherwise. Authority is reces- 
sary in every society and every civilization, and if it is to work 
its greatest good it needs the reverence of those subject to it. 
Without this it becomes a tyranny. 

The profession of medicine is an excellent example of the 
necessity of reverence for authority. Through it it lives and 
has its being. Upon it rests the doctor—patient relationship. 
Take it away, and the patient has recourse to the thousand 
cures of his well-meaning friends, who back their advice with 
the authority of friends. 

From the general practitioner take his reverence for the 
opinion of his better-qualified or more experienced colleagues, 
and what will become of him in times of difficulty and of 
crisis? Without it what value is there in higher degrees and 
postgraduate courses? Our specialists dare not attempt their 
delicate, difficult, and dangerous tasks if they had no trust in 
the authorities they have studied. Why then should professors 
write their textbooks or research workers publish their findings ? 
Why should we have medical journals, and why should they 
publish papers by the leaders of our profession, or have such 
features as “Any Questions”? Is it not because we have 
reverence for authority, and because we recognize that it is 
essential in the practice of medicine? 

We look to leading articles for authoritative statements upon 
matters of moment and are guided by them. Yet with the 
authority of the editorial chair we are asked to admire in a 
man the fact that he hated reverence for authority.—I am, etc., 


W. G. KIERANS. 


Clones. 


** We stated what we believed to be the outstanding 
characteristics of a remarkable man. The word “pomp” 
was used in the sense of the dictionary definitions: “ ostenta- 
tious display ; parade; vainglory”; in the Prayer Book sense 
of “the pomps and vanities of the wicked world.” It would 
not be difficult to sustain the thesis that “reverence for 
authority ” has often impeded the advance of medicine. Rever- 
ence for the authority of Galen made him the dictator of 
medical thought for a thousand years—in spite of Galen’s 
warning “that those who are enslaved to their sects are not 
merely devoid of all sound knowledge, but they will not even 
stop to learn.”—Ep., B.M.J. 
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Book Reviewing 


Sirn,—Most of your correspondents on this subject have 
pressed for signed reviews ; I should like also to give my vote 
in favour of signed reviews, but not necessarily against unsigned 
ones. There is another side to the question which those who 
have not experienced editorial responsibility may not appreciate. 

What is the object of a review? Surely it is neither to en- 
courage nor to discourage the author, neither to flatter nor to 
castigate him, but rather to serve as a guide to the prospective 
reader. The latter wants information on three main points ; 
he wants to know: (1) What is the scope of the book? And 
is the subject well covered? (2) Is the information conveyed 
satisfactory: that is, does it either conform to the generaliy 
accepted views of the day or represent the opinions of one 
recognized schcol of thought; or, if it presents the author’s 
individual opinions, are these reasonable hypotheses well 
supported by reliable data or by adequate personal experience ? 
(3) Is the subject-matter well presented ? Additional informa- 
tion, on the aesthetic effect of the book for exampie, may not 
be out of place but is really of secondary importance. 

It is not always easy for an editor to choose a reviewer whom 
he can trust to give a fair and balanced opinion on all these 
three points. The acknowledged authority on his subject may 
have views which happen to be directly opposed to those of the 
author, so that, unless of course the book achieves the miracle 
of conversion, his answer to question (2) may be perfunctory 
if he can sink his own individuality; or prejudiced if he can- 
not. On question (3) the expert knows his subject so weil that 
he does not always appreciate the point of view of the student 
(sensu lato) as fully as might a reviewer less familiar with the 
subject. 

You, Sir, no doubt have a very wide choice of willing re- 
viewers from whom you can always select exactly the right 
man for each bock, but editors are not always so fortunateiy 
placed ; and in some parts of the Empire experts are rare and 
usually far too busy to write reviews. The editor’s choice may 
then lie between an expert on the subject, on whom he cannot 
count to give an unbiased review (or in fact any review at all), 
and a tried and trusted but less specialized reviewer—to whom 
in any case he may have to send the book a year later when he 
has at last recovered it from the defaulting expert. In such 
circumstances it may not be poiitic, nor is it always fair on the 
reviewer, to ask him to sign his review, and the reader must 
trust the editor. There are other circumstances in which reviews 
should remain anonymous, but I do not agree with “One of 
Your Reviewers” that complete objectivity cannot be obtained 
without anonymity. However, the editor must take a great 
measure of responsibility if he publishes unsigned reviews, and 
I,consider that all contentious or highly critical reviews should 
be signed. Mr. H. Osmond Clarke (July 20, p. 102) seems to 
suggest that the feelings of the author should be given first 
consideration and that highly critical reviews should not be 
published at all. Such censoring would in my opinion be 
unfair to your readers. 

We have had the opinion of “One of Your Reviewers ” ; it 
would be interesting to know the results of a questionary sent 
to all your reviewers. It is my guess that a majcrity wouid 
vote in favour of anonymity but that the reasons they would 
give in support of their vote would be unconvincing ; however, 
I believe that the real reason that they may favour anonymity 
is much more laudable than the one Mr. Osmond Clarke 
suggests. . 

Following along Mr. Hamiiton Bailey’s+diversion (Aug. 3, 
p. 173), I can give him one reason why more space is given to 
foreign books: it is because there are more foreign books. In 
the United States alone there are probably two or three times 
as many medical books published as in the British Common- 
wealth. Further, American publishers are far more enterprising 
in sending out their books for review. Even if allowances are 
made for what I believe to be a fact, namely that proportionately 
more American books are unworthy of a review, at least in this 
country, I cannot help feeling that Dr. E. A. McWhirter’s 
statistics (p. 173) on pride of place in your review columns— 
26 for American and 22 for British—suggest a pro-British bias, 
rather than the prejudice in favour of American books of which 
he and Mr. Hamilton Bailey appear to accuse ycu: I feel sure 
that you entertain no such prejudices and that you are guided 


solely by your reviewers’ opinions. The latter correspondent, 
suggestion that you should adopt a weighted quota system jp 
your choice of the reviews you publish is in my opinion mon. 
strous, and most insulting to British authors and publishers. 
Our medical books (and above all those written by Mr. Hamil. 
ton Bailey) need no special boosting and can surely hold thei 
own with those from any foreign country ; if they cannot then 
it is time we did something about it other than asking editors 
for preferential treatment.—I am, etc., 


London, W.1. L. EVERARD Napier, 


The London College of Osteopathy 


Sir,—Dr. George Macdonald’s statement (Aug. 31, p. 312) 
that * whatever the orthopaedic surgeons or the physiotherapists 
know of manipulation has been gleaned from the osteopaths” 
is absolutely untrue. We have learnt nothing about manipula- 
tion from osteopaths. The present position of manipulative 
surgery as an integral part of orthopaedic surgery is entirely 
due to Herbert Barker, who is not an osteopath and has never 
practised osteopathy. 

Bone-setting is an essentially British product which flourished 
in this country for 200 years before A. T. Still was born. Admit- 
tedly it was looked down upon and neglected by the medical 
profession until Barker compelled attention to the good that 
there might be in it. The osteopaths were quick to take advan- 
tage of this and they have tried ever since to ride home on the 
backs of the bone-setters. But osteopathy has nothing what- 
ever to do with bone-setting or manipulative surgery properly 
so called. It is a typical American stunt and its claims have 
been investigated up to the hilt and found wanting. 


It is true that many osteopaths practise bone-setting or, 


manipulative surgery and call it osteopathy. Obviously the 
manipulation of a stiff foot, a knee, a shoulder, or a sacroiliac 
joint, if properly done, may be as successful in the hands of an 
osteopath as in those of a bone-setter or an orthopaedic surgeon, 
but it is not osteopathy. Even the manipulation of a back for 
chronic backstrain is not osteopathy, but straightforward mani- 
pulative surgery. The essence of osteopathy is the treatment 
of remote conditions by the “adjustment” of the osteopathic 
“lesion.” 

Dr. Macdonald’s admission that he does not know what the 


His latest attempt to identify it with the prolapsed intervertebral 
disk is delightfully ingenuous, for if this could be established 
it would be the end of osteopathy. Who wants to manipulate 
a prolapsed disk anyway ? 

A registered medical practitioner in this country is free to 
practise any form of therapy he pleases. But medical men are 
by no means immune to credulity and it is right that they 
should be told what they are in for before they fall for the 
advertisement of the London College of Osteopathy. The 
Select Committee of the House of Lords “rightly exposed” 
very much more than “the inadequately trained osteopath.” 
It exposed osteopathy.—I am, etc., 


Londen, W.1. A. S. BLUNDELL BANKART. 


Sir,—In reply to Sir Morton Smart's letter (Aug. 17, p. 245), 
a postgraduate course in osteopathy has been organized by the 
British Osteopathic Association. The course is open to qualified 
medical men only, takes nine months, starts on October 1, and 
will be heid at the British Osteopathic Association Clinic in 
Dorset Square. 

As to the standing of the college, the lecturers are clinical 
teachers who have all been trained in America, and some of 
them are on the British Medical Register. Both the clinic, 
which was founded in 1938, and the coliege are supported by 
voluntary contributions, and the staff is almost entirely 
honorary. 

The British School of Osteopathy on the other hand teaches 
students ab initio, and is in no way associated with this post 
graduate ccllege. ; 

The British Osteopathic Association feel that by adopting 
this policy all that is best in osteopathy, as taught and prac 
tised in America, will be made available to qualified medical 
men in this country.—I am, etc., 

W. HARGRAVE-WILSON. 


London, N.W.1. 
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Sir,—l have read with great interest the experiences of Dr. 
Annie SyCenham (Aug. 3, p. 159) and Dr. W. P. Grieve (Aug. 17, 
243) on amenorrhoea during internment, and I should like to 
record some criticisms and observations of my own. On care- 
ful analysis of Dr. Sydenham’s paper I ani unable to find 
sufficient support for her contention that a nutritional deficiency, 
particularly of the first-class proteins, was respons:ble for the 
amenorrhcea. Two of her own statements entirely destroy this 
hypothesis. First, Dr. Sydenham says that “. . . in most in- 
stances amenorrhoea dated from December, 1941, before the 
efects of undernourishment on general metabolism could have 
been manifest.” And then she concludes her article with the 
observation that “. . . poorer Chinese patients who came to 
gynaecological clinics before the war were not suffering from 
amenorrhoea, although they were living on a diet similar to 
: 

In a previous communication (March 9, p. 347) I reported on 
{39 cases of menstrual delay in the W.A.A.F., and I found that 
in spite of an adequate protein diet of over 100 g. per day, 
56% of all recruits could expect amenorrhoea for a varying 
period up to six months after entry into the Service. In every 
case the menstrual period immediately succeeding entry was 
absent. That mere entry into the W.A.A.F. was probably the 
operative factor was illustrated by a number of girls who 
stopped bleeding on the day-they donned uniform, when the 
menstrual period had lasted only one or two days, and whose 
normal menstrual bleeding time was five to six days. Menstrua- 
tion usually returned after a delay of six to seven months, 
although no radical improvement in their diet had occurred 
during that time. It appears therefore that the exciting factor 
was the sudden change of environment. 

However, to state that the symptom-complex. is due to 
“change of environment ” or “ emotional shock ” is not enough. 
We must attempt to explain why psychic trauma resulting from 
environmental stress can inhibit one of the most fundamental 
biological processes in the human female. What link in the 
endocrine chain which leads to menstrual bleeding is broken ? 
As Dr. Grieve says, this is a matter of conjecture. 

But I should like to advance a hypothesis which is in accord 
with the clinical and experimental data at our disposal. The 
hypothalamus is recognized as the centre for autonomic control, 
and in response to an environmental stimulus will bring 
about the release of adrenaline and acetylcholine. It has 
been shown by Taubenhaus, M., and Soskin, Samuel (Endo- 
crinology, 1941, 29, 958) that acetylcholine placed @irectly on 
the pituitary gland leads to the production of luteal hormone 
and hyperaemia of the uterus, while adrenaline inhibits the 
luteal hormone. In response to environmental stress some 
women will secrete an exces’ of adrenaline, thus preventing 
menstrual bleeding, due to either (1) a deficiency of luteal 
hormone and consequently corpora lutea, or (2) insufficient 
vascular dilatation of the endometrium. 

Our knowledge of the control of the menstrual cycle, and in 
particular of the bleeding phase, is as yet incomplete. It is to 
be hoped however that others like Drs. Sydenham and Grieve 
will come forward with their experiences so that the various 
Pieces of this puzzling phenomenon may be accurately fitted 
together—I am, etc., 


Bray, Eire, N. SHER. 


Clinical Pathology and General Practice 


Sir,—Dr. G. A. Harrison (Aug. 24, p. 278) suggests that 
family doctors should be trained to do simple laboratory tests. 
I believe G.P.s should undertake such tests, first. as aids to 
diagnosis, and secondly, to maintain interest in medicine when 
overwork tends to diminish it. Clinical judgment is fallible, 
and the G.P. puts his trust in laboratory test results. Patho- 
logists say laboratory tests are fallible and trust should be put 
In clinical judgment. 

I suggest that the Association of Clinical Pathologists should 
select and standardize certain simple laboratory tests for G.P.s 
with detailed instructions, so that the practitioners’ results may 
be trustworthy, comparable, and worth knowing. For example, 
how to make a blood film should include how to clean and 
keep clean glass slides. Obermayer’s reaction is simple to do, 
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of an Esbach test than of the interpretation of a blood film. 
Until recently I used to estimate the sedimentation rate by 
Westergren’s method and took comfort if in some obscure case 
the result was within normal limits. I took the first hour’s 
reading only, as I was usually out on visits after that. A patho- 
logist informed me that a single sedimentation rate was without 
significance, that he ignored the first hour’s reading, that the 
test was more for prognosis than ciagnosis, and that there wefe 
better methods than Westergren’s. 

Dispensers can be taught to do some simple tests—e.g., albu- 
min, sugar, acetone in urine. One retail pharmacist told me he 
could not care less about anything than clinical pathology. 
Dr. Harrison mentions the difficulties of securing help from 
trained laboratory technicians. So we shall have to do the 
work ourselves. But who is to train us, Dr. Harrison ?— 
am;.etc,, 

Stcke-cn-Trent. 


P. H. KENDALL. 


A Case of Presumed Hypoglycaemia 


Sir,—A man aged 30, having apparently cycled from London 
to Hove (over 50 miles), was found collapsed beside his 
damaged bicycle. He was brought into hospital in a dis- 
orientated and hilarious condition, and soon became comatose. 
Before becoming completely unconscious, in reply to question- 
ing, he denied having diabetes. When seen he was pale and 
had evidently recently sweated profusely. His pupils were 
wide and his eyes roving. He could not be roused. There was 
no smell of alcohol in his breath, nor evidence of poison in his 
mouth. Examination revealed no physical injury. He had not 
bitten his tongue nor been incontinent. His muscle tone and 
reflexes were normal. His respiration was normal, and he was 
net cyanosed. His heart was normal, and pulse strong and 
regular at 80 beats per minute. His blood pressure was 125, 89. 
A specimen of urine obtained by catheter contained neither 
albumin nor sugar. 

It was thought that he might be suffering frem hypogly- 
caemia, narcotic poisoning, or post-epileptic coma. Facilities 
for obtaining a blood sugar estimation not being immeciately 
available, and the giving of gluccse being a harmless and simple 
procedure, it was decided to do that before considering whether 
to wash out the stomach in search of a hypothetical narcotic 
poison. Accordingly 30 ml. of a 50% solution of gluccse was 
injected intravenously. Five minutes later the patient was in 
full possession of all his faculties. : 

The patient stated that he had often cycled from London to 
Hove, but that on previous cccasions he had eaten a packet of 
raisins on the journey. He could recollect trying te dismount 
from his cycle, cverbalancing, and damaging it.—i am, etc.. 


Brighton, R. S. SAXxTON. 


Postgraduate Study for American Doctors 


Sir,—The question of providing facilities for postgraduate 
study in this country for American, Colonial, and foreign prac- 
titioners is of importance not only from a medical but also 
from a national standpoint. London has always attracted a 
number of Canadian, South African, and Australian post- 
graduates who have come to this country in order to obtain a 
higher qualification, such as the M.R.C.P., F.R.C.S., or one 
cf the special diplomas ; and these students have been catered 
for in the same way as British postgraduates. 

Before the war a considerable number of American and 
Colonial practitioners used to attend postgraduate courses in 
Vienna. These courses were very popular—not only affording 
members an opportunity of advancing their knowledge, but 
also giving them an interesting European holiday. At the end 
of a short course of one to three months’ study at one of the 
hospitals of the Vienna Poly Clinic a certificate was awarded 
which gradually came to be regarded as a tangible mark of 
professional achievement. z 

It will obviously be some years before Vienna is rehabilitated. 
I have had an opportunity of obtaining the opinions of a 
number of American doctors on the question of postgraduate 
study in London, and I have received enthusiastic support from 
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a large number. There are many reasons why we should wel- 
come American doctors to this country, and if the value of the 
postgraduate teaching in the London hospitals were suitably 
brought to their notice, coupled with the attraction of a cer- 
tificate after a short period of study, I have no doubt London 
could become the new Mecca for American doctors desiring 
postgraduate study. There is abundance of clinical material in 
London, and many of our teachers would be only too pleased to 
welcome American doctors to their clinics. I think the time 
is now very opportune for furthering this project. There are 
various postgraduate organizations in this country, and I would 
welcome correspondence from those interested.—I am, etc., 


London, W.1. J. LANDMAN. 


Colonial Medical Service 


Sir,—I should like to congratulate ‘“‘ Another West Coast” 
(June 15, p. 931) on his lucid exposition of the conditions in 
the Colonial Medical Service. His words are, I consider, 
equally applicable to conditions on the East Coast, and they 
might with advantage be substituted for the official misrepre- 
sentations that appear as advertisements for the service. 

There is undoubtedly a certain fascination in working under 
primitive conditions. In earlier years professional rustiness, 
from working under these conditions, was remedied by study 
leave ; while a reasonable margin between salary and expenses 
enabled a decent vacation leave to freshen the intellect. Now 
unfortunately a rise in cost of living, officially admitted as 
over 66%, and a very considerable increase in taxation both 
direct and indirect, have wiped out any margin, leaving a mere 
existence without the advantages in return that may be obtained 
in Europe. It is, I think, a pity that short service commissions 
on any lines could not be instituted. These would enable men 
to see for themselves the advantages and disadvantages and to 
leave without financial sacrifice if they considered the latter to 
predominate.—I am, etc., 

“East Coast M.O.” 


Sirn,—The conditions described by ‘“ Another West Coast” 
in his letter apply equally well here in Northern Rhodesia. 
I would add to the maxims for the worldly-wise that the 
medical officer should tread delicately in his dealings with mis- 
sionary societies; and he shculd not stress unduly the need 
for improvement in the conditions of his hospitals, as this means 
expenditure of money—a commodity of which most Colonies 
are short.—I am, etc., 

NORTHERN RHODESIA.” 


State Medical Service and Free Speech 


Sir,—Many questions have been raised in connexion with 
service in a State Medical Service. I am prompted to ask 
whether freedom of speech will be retained intact ; or whether 
permission to express an opinion or criticism will be obtigatory, 
as it is, for instance; in certain other medical services ? I can- 
not help feeling that a hint of constraint may creep in if pub- 
lished letters have to bear some such addition as: “‘ Approved 
by the Deputy Under-Commissar ; Medical Division, Dept. 
46A ; Region 89; Ref. 6584/vft34/t9.” 

Possibly it is fortunate that salt mines are not a feature of 
the British countryside.—I am, etc., : 

Glasgow, C.3. J. RONALD. 


Entertaining Allowance, Royal Navy 


Sir,—The recent Admiralty Fleet Orders (453-457) set out 
the entertaining allowance for Executive Officers, Royal Marine 
Officers, Wren Officers, Engineer Officers, Supply Officers (Pay- 
master Branch), but no mention is made of the Medical Branch. 
For many years the Medical Branch have felt that they have 
a very justified grievance in that senior officers have no enter- 
taining allowance and yet are expected to give hospitality to 
Admiralty visitors and anyone whom Parliament wishes to be 
entertained at the hospital. During the war years this was a 
very heavy item and numerous foreign and allied officers were 
given hospitality on many occqsions. 

It seems that every branch of the Navy is given entertaining 
allowance except the Medical Branch and this surely should 
be put right—I am, etc., 


London, W.1. Cecit P. G. WAKELEY. 


Obituary 


A. TUDOR EDWARDS, M.D., M.Ch.,; F.R.CS, 


Arthur Tudor Edwards died suddenly at the age of 56 op 
Aug. 25 while on holiday at St. Enodoc, Cornwall. He had 
been in poor health for some weeks before this, but though 
the serious nature of his underlying illness was known to his 
friends and colleagues his death has come as a severe shock 
and a cruel blow. 

He was the elder son of William Edwards, J.P., of Swansea 
and was educated at Mill Hill School and St. John’s College, 
Cambridge. From there he 
went to the Middlesex Hos- 
pital and qualified in 1913. 
He served as surgical registrar 
and obtained his M.Chir. and 
F.R.C.S. in 1915 and_ then 
joined the R.A.M.C., in which 
he attained the rank of major. 
At the end of the 1914-18 
war he was appointed assistant 
surgeon to the Westminster 
Hospital and surgeon to the 
Brompton Hospital for Dis- 
eases of the Chest. There now 
followed years of intense surgi- 
cal activity which continued 
almost unchecked until the 
beginning of the recent war, 
and which rapidly earned him 
an international reputation at 
an early age. 

Although his reputation rests almost entirely on his pioneer 
work in thoracic surgery it should not be forgotten that Tudor 
Edwards was also an unusually able general surgeon, a fact 
that is not without significance in considering the excellence 
of his thoracic work and in regard to the present tendency for 
youhg surgeons to undertake a major specialty before they 
have attained general skill and experience. In addition to his 
years of general surgery at the Westminster Hospital he was 
for many years surgeon to Queen Mary’s Hospital, Roehamp- 
ton, where the difficult and complex problems of the war 
pensioners demanded the skill of a surgeon of his high calibre. 
While he was building his reputation as a thoracic surgeon 
he was at Queen Mary’s doing excellent work on the abdomen, 
notably in connexion with the aftermath of the large numbers 
of cases of gastro-jejunostomy performed during the 1914-18 
war. His experience in gastro-jejunal ulceration and gastro- 
colic fistula must have been second to none in this country. 

The brilliance of his life-work lay, however, in thoracic 
surgery, and it may be said that he found it an almost 
untouched field and left it a sturdy, established, and flourish- 
ing specialty. It is indeed remarkable to consider that in 1921, 
when he first joined the staff of the Brompton, the surgery of 
the thorax scarcely existed in England, apart from an occa- 
sional immature thoracoplasty or operation for empyema. The 
experiences of the 1914-18 war had shown that the interior of 
the chest tolerated intervention better than had been thought, 
but the major problems of bronchial carcinoma, bronchiectasis, 
carcinoma of the oesophagus, intrathoracic cysts and tumours 
had been quite untouched. The surgery of pulmonary tubercu- 
losis was slightly more advanced but was still in its infancy 
and had engendered but little confidence. It can truly be said 
that the name of Tudor Edwards will always be associated with 
the magnificent development of the surgery of these condi 
tions, the success of which is now so well recognized as t0 
need no emphasis. The way was undoubtedly hard and at 
times bitter, for in addition to the difficulties of technical 
achievement there were the difficulties of reaction and com 
servatism. It needed a surgeort of Tudor Edwards’s brilliance 
and drive to overcome them, but soon he was finding a steady 
and increasing stream of thoracic surgical material referred 10 
him which rapidly became a flood-tide. At the peak of his 
career aS an Operating surgeon he was doing an enormols 
amount of heavy surgery, and there can be little doubt that 
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the physical strain and attendant mental anxieties of this diffi- 
cult work contributed to the development of the illness which 
eventually overtook him. 

His ordinary afternoon operating sessions at the Brompton 
Hospital, which often went on until after 9 p.m., were always 
attended by a large crowd of visitors, sometimes including 
representatives from as many as a dozen different countries. 
As an operator he was superb, and as soon as he began a 
major thoracic case it was clear that he was a-truly gifted 
surgeon. He was at his very best in those difficult intra- 
thoracic problems that had in the past defeated so many 
surgeons. Besides being a skilled operator he was an experi- 
enced clinician—an attribute that contributed in no small part 
to his success. To work with Tudor Edwards was the ambition 
of most young thoracic surgeons, and many were the requests 
he received from aspirants all over the world to act as his 
assistant. There are many established thoracic surgeons now 
who owe their training to what they learnt from him. There 
are very few thoracic surgeons indeed who have not benefited 
by his teaching and influence even if they have not actually 
served as his assistant. 

In addition to a large consulting practice he held numerous 
other hospital appointments, notably consultant surgeon to 
King Edward VII Sanatorium, Midhurst, thoracic surgeon to 
the L.C.C., in which he was responsible for organizing thoracic 
surgical units, and to Queen Alexandra’s Hospital, Millbank. 
In 1936 he was invited to take charge of a newly formed 
Department of Thoracic Surgery at the London Hospital, and 
in accepting this post resigned from his surgeoncy at the West- 
minster Hospital and devoted his whole time to chest surgery. 
The volume of work that he was doing is shown by his 
Harveian Lecture in 1939 on 199 cases of bronchiectasis treated 
by lobectomy and pneumonectomy. His writings on thoracic 
surgery were numerous and covered ‘aspects of the whole field. 
His last important contribution was in the first number of the 
new journal Thorax, in which he summarized his experiences 
in over 1,000 cases of bronchial carcinoma, including 70 cases 
in which he had performed pneumonectomy or lobectomy. 
This was the first presidential address to the new Association 
for the Study of Diseases of the Chest, in the formation of 
which his activity and influence had played a notable part. It 
was largely due to his patient and wise counsel that Thorax 
made its appearance this year under the joint auspices of the 
Association for the Study of Diseases of the Chest and the 
British Medical Association. 

A year or two before the recent war he had a severe illness, 
but appeared to make a good recovery, only to suffer a relapse 
in the autumn of 1939. In spite of this he threw himself 
unstintingly into the numerous duties and tasks which befell 
him as the acknowledged leader of thoracic surgery in Great 
Britain. He organized the whole of the centres for the recep- 
tion of thoracic casualties throughout the country, a work that 
entailed much long, difficult, and harassing travelling under 
war-time conditions. He was civilian adviser in thoracic 
surgery to the War Office, and as civilian consultant to the 


~ Royal Air Force he organized a special centre at Midhurst, 


the success of which was ensured by his undertaking regular 
frequent visits there for operating himself. In addition to all 
this and his numerous commitments on committees of national 
importance he accepted nomination and was elected to the 
Council of the Royal College of Surgeons in 1943. Although 
he well knew that he should avoid extra strain he shirked 
nothing, and this enormous. zeal for work must have contri- 
buted to his sad and early death. 

His loss is a great one. To his friends and colleagues he is 
irreplaceable. His death sees the closing of a chapter in the 
development of thoracic surgery in which, largely by his efforts, 
Great Britain was pre-eminent throughout the world. The 
success of the new chapter will be in part due to his teaching, 
training, and example. He was a charming and courteous 
colleague, kindly though intolerant of incompetence and ultra- 
conservatism. He was of handsome appearance, dark, and 
Clearly possessed of a striking personality. It is sad that he 
did not live to enjoy the years of honour, renown, and achieve- 
ment that were still due to him. He was at one time president 
of the Society of Thoracic Surgeons, was an Honorary Fellow 
of the American Society of Thoracic Surgeons, and had received 
honorary degrees in addition ‘to other marks of recognition 


from several European universities and learned societies. His 
married life was a very happy one, and he is survived by 
his wife, Evelyn, daughter of Dr. T. Hoskin. Her sorrow 
at his loss is shared by all his friends and associates and the 
numerous patients throughout the country and in many parts 
of the world who have cause to be grateful for his successful 
treatment. 


Sir GORDON GORDON-TAYLOR writes: I knew Tudor Edwards 
for 35 years from the time that he came from Cambridge to 
Middlesex Hospital. He was my dresser, my  house-surgeon, 
and he has remained my friend. 

Tudor had set out from boyhood days to become a surgeon. 
He approached the specialty which he has done so much to 
advance and which has made his name world-famous through 
the proper avenue of general surgery. He served an apprentice- 
ship with Bland-Sutton before the last Armageddon, learned 
fracture surgery at Wimereux under the guidance of that 
mechanical wizard Meurice Sinclair, studied his fellow-men 
amid the duress of the trenches in that icy winter of 1916-17, 
and established his reputation as a most skilful and brilliant 
surgeon in No. 6 Casualty Hospital at Barlin in an Army which 
rejoiced in Cuthbert Wallace as its consulting surgeon, and 
in which he could compete in friendly rivalry with that band 
of enthusiastic, able young surgeons gathered together under 
Wallace’s aegis, all destined to attain first rank in the years 
to come. 

The cessation of hostilities released one whose high surgical 
destiny seemed assured. Westminster Hospital, Brompton, the 
Ministry of Pensions were not slow to embrace the oppor- 
tunity which lack of vision elsewhere had placed on. their 
doorstep, and later on the London Hospital honoured Tudor 
by inviting him within their own portals. 

The limitless opportunities which Brompton and his other 
large hospitals afforded Tudor enabled him to attain a: reputa- 
tion which extended from Orient to Occident, and from 
Norwegian waters to the lands under the Southern Cross. 
The written word is often a meretricious avenue to inter- 
national reputation: Tudor Edwards’s fame has rested and 
will rest on his deeds rather than words, although 33 papers 
under his name are chronicled in the Cumulative Index and 
there were other contributions to works on war surgery and 
various memoranda for the assistance of those called on to 
deal with injuries of the chest. 

Tudor’s chest-surgery was learned from no pioneer, but 
carved out of the hard rock of experience. He would have 
been the first to acknowledge the help, the vision, and the 
confidence of the physicians at Brompton who gave him oppor- 
tunity, and in the early days particularly that of Dr. R. A. 
Young ; his work was facilitated by the advances of anaesthesia, 
and his debt to Ivan Magill especially was always freely 
acknowledged ; but his own brilliance, wisdom, experience, and 
courage made him the greatest thoracic surgeon of the world 
of his day. 

Those who are reckoned great in surgery must among other 
obvious qualities have inspired their pupils and provided for 
their own succession. The torch of thoracic surgery which 
burned so brightly in his hand is already blazing in the grasp 
of his juniors, and the future of thoracic surgery is full of 
golden promise. Some may remember those lines from Homer's 
Odyssey: “For nothing is greater or better than this, when 
man and wife dwell in the house in harmony, a joy to their 
friends, but they know this best themselves.” Tudor Edwards’s 
home life was a happy one: a boy-and-girl friendship became 
a life-long devoted union. 

His remains were interred in a country churchyard looking 
out over the waves towards that principality which has cradled 
not a few of those who have initiated, advanced, and adorned 
the thoracic surgeon’s art. There Tudor Edwards “ sleeps, under 
the wings of Renown.” 


A colleague in the R.A.F. writes: 

With the passing of Tudor Edwards the Royal Air Force has lost 
one of its very good friends. Early in the war he was appointed 
consultant in thoracic surgery to the R.A.F., but before this he had 
done much unselfish and often entirely gratuitous work for members 
of the Service. There are many present and past members of the 
R.A.F. walking about to-day who will hear of his death with deep 
regret, for they owe their good health and often their lives to his 
wonderful skill and care—A.F.R. 
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Dr. HENRY W. P. YounG died on: Aug. 15 in Streatham, 
where he had gone to live after retirement at the end of 1945. 
He settled in Norbury 45 years ago after a brilliant career at 
Cambridge, where he went with an exhibition to Caius College, 
taking a first in the Natural Sciences Tripos. Going to 
St. Bartholomew’s Hospital, he qualified M.R.C.S., L.R.C.P. 
in 1896, and M.B., B.Ch. in 1897, proceeding to M.D. in 1901. 
After sundry appointments he settled in Norbury, then a small 
offshoot of Streatham, where he passed the remainder of his 
professional life. Shy and somewhat reserved, he gained the 
confidence of his patients, and in that young and growing 
district he soon held a commanding position in maternity 
work and children’s illnesses. Painstaking and thorough, he 
never seemed to tire, and was always happiest when the work 
was hardest. In the first world war he joined partnership with 
a colleague in order to “do his bit,” and in 1918 he returned 
with an added zest. Most careful in all his work, he was a 


first-rate diagnostician and his clinical judgment was seldom at. 


fault. His health broke down in 1927, and he underwent an 
abdominal operation, but in three months he was back at work, 
and never slackened till, in 1945, he began to tire easily, and 
later in that year had the first of two serious operations, the 
second taking place two months later. Growing weaker, he 
recognized that he would be unfit for further active practice, 
and he retired at the end of that year. Dr. Young joined the 
B.M.A. 43 years ago, and was twice married. The constant 
care of his wife, a trained nurse, eased the burden of his last 
days. Much sympathy has been expressed for her in her 
bereavement. 


FREDERICK WILLIAM BRODERICK, who died at Bournemouth on 
Aug. 19,:was born in South Africa on Oct. 6, 1881, the second 
son of George Broderick. He qualified L.D.S.Eng., M.R.C.S., 
L.R.C.P.:in 1905 after serving an apprenticeship with the late 
Mr. Dencer Whittles of Birmingham. After qualification he 
entered partnership with the late Mr. Stephen Coxon at Wisbech. 
While in practice there he read for and in 1912 was called to 
the Bat. In 1913 he moved to Bournemouth, where he estab- 
lished himself in practice. At the outbreak of the 1914 war he 
obtained a commission in the R.A.M.C. and was immediately 
posted over-seas to the B.E.F., obtaining thereby the Mons Star. 
He was invalided home in April, 1915. The Dental Services 
then were in chaos, and he was soon given the task of organizing 
them in the Southern Command, being the first dental inspecting 
officer appointed, with the rank of major. He it was who 
originated the first central dental laboratory, requisitioning part 
of the Birmingham Dental Hospital. On the cessation of hostili- 
ties he returned to practice in Bournemouth. There he immedi- 
ately became immersed in a problem that had always interested 
him: the causation of caries and pyorrhoea. He first postulated 
the theory that these were opposite and distinct diseases, and on 
this theory he worked till the day of his death ; indeed a com- 
munication from his pen on this subject has appeared in a very 
recent number of the British Dental Journal. His work on these 
lines has been perpetuated in his book Dental Medicine. It 
may truthfully be said that he had a transatlantic reputation, 
for he gave at their request an extended series of lectures to 
various United States Universities. Though everyone may not 
agree with his ideas in toto, few will be found to say that he 
was entirely wrong in his conception. Much more work is 
required on this subject, but it may well be found that he has 
started a train of thought which may bear great fruit. He 
married in 1910 Marion Leach, of Wisbech, and is survived by 
her, a son, and two daughters. 


Dr. Etta G. A. WEBB, who died on Aug. 25, was the widow 
of G. R. Webb, Fellow of Trinity College, Dublin. A daughter 
of Charles T. Ovenden, D.D., she was born in Dublin on 
Oct. 16, 1877, and went to school at Queen’s College, Harley 
Street, London, and at Alexandra College, Dublin. In 1896 
she entered the Catholic University of Ireland and won honours 
and an exhibition when graduating B.A. in 1899, and again 
when taking her medical degrees in 1904; she proceeded M.D. 
in 1906. Dr. Webb had been demonstrator of physiology in 
the Women’s Department of the Medical School of Trinity 
College and also at the Medical School of the Catholic 
University before being elected to the visiting staff of the 
Adelaide Hospital as assistant physician to the Children’s 
Department; she also held other medical appointments in 
Dublin. Her chief interest was paediatrics, and she carried 
out several pieces of research on rickets and other diseases of 
childhood. She was lady district superintendent of the St. John 
Ambulance Brigade at the outbreak of war in 1914 and was 
awarded a medal for her gallantry during the Sinn Fein 
Rebellion in 1916. Her work for first-aid was recognized by 
appointment as M.B.E. and Lady of Grace of the Order of 
St. John of Jerusalem. 


The sudden and tragic death of Dr. JOHN ForBEs CAMPBELL 
removes from the Totton and Southampton area a greatly 
respected and popular member of the medical profession 
Born in 1892 at Auchenblae, Kincardine, he was educated 
the Mackie Academy, Stonehaven. He obtained his. dental ang 
medical qualifications in Edinburgh in 1916 and 1917 respec. 
tively, and for a time worked at the Royal South Hants ang 
Southampton Hospital. Joining the R.A.M.C., he carried oy 
useful work in Mesopotamia and Persia during the first worl 
war. On demobilization he took up general practice in Totton 
and during his very busy career he earned the devotion of his 
patients and the respect of his medical colleagues, and his never. 
failing good humour and generosity gained him many friends, 
Despite the calls of a busy practice he found time to take q 
leading part in the work of the St. John Ambulance Brigad 
and the British Legion. In connexion with the latter he acted 
as the president of the Totton branch of the Legion since jts 
inception eleven years ago. He was also hon. surgeon to the 
Fenwick Cottage Hospital, Lyndhurst, and medical officer to 
the Government Training Centre at Redbridge. He was a 
member of the Southampton Division of the B.M.A. and of 
the Southampton Medical Society. Dr. Campbell was a fine 
clinician, and his wide knowledge and broad outlook on life 
enabled him to be the generous friend and adviser to the many 
who sought his advice. Too busy to indulge in much social 
activity he obtained some relaxation from his work in an 
occasional game of golf. His partners and friends will ever 
remember his unfailing cheerfulness, kindliness of character, 
and his skill as a raconteur. In 1930 he married Dr. Laurel 
Heny, and to her his medical colleagues extend their deep 
sympathy in her immeasurable loss.—S. N. L. 


The following tribute to Dr. Howarp HEnry, M.C., comes 
from Mr. Gilbert Ranson, Clerk of the East Suffolk County 
Insurance Committee: My committee has learned with sorrow 
of the death of Dr. Henry. He joined the committee’s medical 
list when he returned to.Suffolk in 1926. He was appointed 
by his colleagues to represent them on the committee in 1931, 
He so identified himself with the work, serving on most sub- 
committees, that he was appointed vice-chairman in 1941 and 
held that office until his death. He was also chairman of the 
Panel Committee, and in his dual position he was always ready 
to try to smooth out any difficulties that arose. Though he 
lived twelve miles from the committee’s office and had a large 
country practice, he seldom allowed more than a week to elapse 
without visiting me, when he was prepared to discuss any 
medical questions. He probably shortened his life by under- 
taking, during the war, most of the work of an absent colleague 
along with his own. He was most assiduous in seeing that this 
practitioner received all that was due to him under the Protec- 
tion of Practices Scheme. He has left a gap which it will be 
difficult for the committee to fill. 


SIR KAYE LE FLEMING: MEMORIAL SERVICE 


A memorial service for Sir Kaye Le Fleming, held in 
Wimborne Minster, was very largely attended.’ The service 
was conducted by his brother Canon Hugh Le _ Fleming, 
assisted by the head master of Canford School and the Rev. 
J. Mahon, priest-in-charge of the Minster. The British Medical 
Association was represented by Dr, S. Watson Smith, past 
President, Dr. J. A. Pridham representing the Council and the 
Dorset and West Hants Branch of the B.M.A. and the Dorset 
Panel and Insurance Committees, with Mr. John Whittingdale, 
chairman of the West Dorset Division, and many other 
colleagues and friends. 

Dr. O. C. Carter, of Bournemouth, gave an address of 
remembrance, in the course of which he said that though they 
mourned the death of their friend they thanked God for his 
life, devoted to healing the sick and guiding his profession 
through many of the difficulties which had arisen in the past 
40 years. His own close friendship with “E.K.” (as he was 
affectionately known) and all the help and kindness he received 
during nearly 30 years would be a cherished memory. Ernest 
Kaye Le Fleming was an outstanding man of his time and 
would have made a success in whatever walk of life he had 
pursued ; but instead of devoting his energy, great ability, and 
leadership to his own advantage, he spent his life in the interests 
of his fellow men. Dr, Carter, in a tribute to Sir Kaye’s many 
sided career, said that he was+a man of striking personality 
and presence, with the lawyer's clarity of mind and eloquence 
of speech. He stood out among a small group who played 4 
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decisive part in guiding the medical profession through the 
changing years after the first great war. It was in 1912 that 
he became a leader in local committees during the inception 
of the National Health Insurance Act. He always fought for 
the interests and welfare of insurance patients, at the same time 
maintaining the honour and dignity of the profession. He never 
ost sight of the fact that the interests of the patient and those 
of the doctor were identical. In his own Division he was a 
pillar of strength and a wise and friendly counsellor. In 1922 
he was elected to the Central Council of the B.M.A. It soon 
became evident that his was the voice of a leader, and by the 
middle of that decade he was marked for high office. He 
became chairman in succession of the Panel Conference, the 
Representative Body, and the Central Council. As a chair- 
man Le Fleming was outstanding: he was a master of 
procedure, long and difficult agendas were disposed of with 
the utmost efficiency and attention to detail, and when he spoke 
everyone listened. After mentioning Sir Kaye’s many public 
activities and distinctions Dr. Carter said that it was the personal 
attributes he had in such large measure which made him an out- 
standing success as a leader of his own profession. His charm 
of manner attracted men to him and his great gift of fellow- 
ship won him a wide circle of friends. He had great power 
of concentration and an unusual degree of foresight and of 
vision of things to come, and his boundless capacity for work 
and an orderly mind got things done. His propelling force was 
the desire to help his fellows and forget himself, and this he 
did not only for those around him but in a wider sphere. 
The high example he set, and the affection in which they all 
held him, would ever live in their hearts. 


Universities and Colleges 


SOCIETY OF APOTHECARIES OF LONDON 


At a recent meeting of the Court of Assistants, with Dr. H. F. 
Powell, Master, in the chair, Dr. Christopher Thackray Parsons was 
elected Master, and Dr. John Prescott Hedley and Prof. E. C. 
Dodds, Wardens, for the ensuing year. 

Prof. Dodds was appointed to represent the Society at the British— 
Swiss Medical Conference at Basle, Sept. 16-21, and Sir Cecil 
Wakeley on the governing body of the British Postgraduate Medical 
School and the British Postgraduate Medical Federation. , 

It was unanimously resolved that the Society’s Goid Medal in 
Therapeutics for 1946 be awarded to Sir Alexander Fleming and 
Sir Howard Florey in recognition of their discovery of penicillin. 

The resignation of Mr. W. T. Withers, Bedel, who entered the 
service of the Society in Feb., 1887, was received with profound 
regret. It was decided to record on the minutes the unanimous 
expression of the Court’s deep appreciation of his unswerving 
loyalty, devotion to duty, and the outstanding value of his work 
to the Society during nearly sixty years. Mr. FE. J. Dearman was 
appointed Bedel to the Society from Sept. 1. 

The Dipioma in Industrial Health was granted by examination to 
the foliowing candidates: A. Anderson, K. Biden-Steele, M. P. 
Fitzsimons, O. G. Bennett, G. F. Keatinge. 

The Diploma of L.M.S.S.A. was granted upon examination to the 
following candidates: F. W. Flight, D. Rivers, C. M. M. Severn, 
P. R. Needham, I. T. Holloway, A. Macarthur, F. Deutscher, D. A. 
Bailey, H. Walker, G. Steinberg, R. Cartledge, W. F. Belsham, J. M. 
Jones, C. C. Gibbons, R. N. H. Vann, R. M. Micheimore, R. M. 
a” E. J. Rich, A. Culiner, J. L. Struan-Marshall, K. R. W. 

lier, 


The Services 


Surg. Cmdr. H. T. Rylance, R.N.V.R. (ret.), has been awarded the 
R.N.V.R. officers’ decoration. ; 

Major D. C. Bowie, O.B.E., R.A.M.C., has been mentioned in 
dispatches in recognition of gallant and. distinguished services in 
the defence of Hong Kong in 1941. 


17th London British General Hospital—The reunion dinner will 
be held at Oddenino’s Restaurant, Piccadilly, on Oct. 25. Informa- 
tion and tickets can be obtained from Dr. C. H. Atkinson, 53, Park 
Street, London, W.1; Dr. D. Biatchley, 2 Chatsworth Road, Chis- 
wick, W.4; Dr. S. P. Rea, 84, Banstead Road, Carshalton, Surrey. 


Medical News 


On Oct. 4 the Scottish members of the B.M.A. are’ making a 
presentation to Dr. R. W. Craig, O.B.E.,.to signalize his retirement 
from the position of Scottish Secretary. A reception and dance 
will be held at B.M.A. House, 7, Drumsheugh Gardens, Edinburgh, 
which all subscribers are invited to attend. Each subscriber’ may 
bring one guest. The cost of a single ticket will be 12s. 6d. and 
a double ticket one guinea. 


The British Red Cross Society has established its own Department 
of Welfare Service. This Department is concerned with the extension 
of welfare and aftercare services to distressed or disabled members 
of the civilian community. Dr. Harold Balme, F.R.C.S., medical 
officer in charge of rehabilitation to the Ministry of Health, has been 
appointed director of welfare services. These will operate in three 
main directions: (a) welfare services and aftercare for civilian dis- 
abled; (b) the aftercare of invalid and crippled children, in 
co-operation with the Central Council for the Care of Cripples, the 
Invalid Children’s Aid Association, and similar bodies; (c) the 
welfare of aged infirm. A conference on welfare service to be 
held at Gas Industries House, Grosvenor Crescent, S.W., on Sept. 25 
and 26 will open the campaign for the winter months. Air Marshai 
Sir Harold Whittingham, K.C.B., K.B.E., F.R.C.P., has recently been 
appointed medical adviser to the British Red Cross Society. 


The Fuel Efficiency Committee of the Ministry of Fuel and 
Power has arranged for a conference on ‘“ Fuel and the Future ”’ 
to be held in London on Oct. 8-10, 1946. The Minister of Fuel 
and Power, Mr. Emanuel Shinwell, will open the proceedings on the 
first day, and the Minister of Health will speak on ‘“ The Fuel 
Requirement of the Housing Programme.”’ Delegates will be mainly 
concerned with the use of fuel in Industry, but on the afternoon 
of Oct. 8 Prof. James Mackintosh, Dean of the London School of 
Hygiene, will discuss comfort in the home in relation to human 
needs. 


Mr. John N. Barron, formerly director of the UNRRA piastic 
surgery unit, Belgrade, will discuss medical problems of rehabilitation 
in Yugoslavia on Wednesday, Sept. 11, at 5.30 p.m., at 4, Spanish 
Place Mansion, Manchester Square, W., under the auspices of the 
British-Yugoslav Association. 


The Oral Surgery Club hopes to start its post-war activities early 
in 1947. Members who have changed their addresses during the 
war should notify the Hon. Sec., Mr. R. S. Taylor, at 88, Portland 
Place, W.1. 


Concern is felt at the shortage of midwives in Scotland. The 
Department of Health for Scotland has recently issued a circular 
suggesting the recruitment of midwives who have withdrawn from 
practice for personal reasons. By taking up part-time or spare- 
time work they would help to relieve the permanent staffs at present 
hard-pressed by the increase in the birth-rate. Preferential delivery 
of motor-cars for the use of domiciliary midwives may be requested. 
Local authorities are reminded that they can still make an order 
under Defence Regulation 33 to enable a midwife who has 
surrendered -her certificate to resume practice. 


The British Association for the Advancement of Science has 
arranged a two-day conference to be held at the Institution of Civil 
Engineers, Great George Street, London, S.W., on Sept. 12 and 13, 
when experts will speak on the general problems of traffic, town 
planning and architecture, and on the special problems of roads, 
railways, underground railways, and travel by air. Full details can 
be had from the office of the British Association at Burlington House, 
Piccadilly, W.1. 


The Inter-departmental Committee on Scientific Instruments hgs 
appointed a Panel to investigate the surgical and dental instrumen‘s 
industries. The Panel wili recommend what should be done to 
encourage development of the industries, to increase production, 
and to put the industries on a sound economic basis. Manufacturers 
who wish to assist the Panel by supplying information should apply 
to: The Secretary, Surgical and Dental Instrument Panel, Room 507, 
Portland House, Tothill Street, London, S.W.1. 

According to the Times (Aug. 14) a vast black market company 
trading in peniciliin, with ramifications in Asia, Europe, and America, 
is believed to have been discovered by the American authorities in 
Berlin. Narcotics and penicillin are listed as among the chief articles 
traded. 

The August issue of New Braille includes an article on Health and 
Fitness by Dr. Ethel Browning. 

The annual meeting of the American Public Health Association 
will be held in Cleveland, Ohio, in the week beginning Nov. 11. 
Representatives from every State and from Canada and the countries 
of South America are expected. It will be the first full-scale meeting 
since January, 1942. 
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Dr. Syed Hassan Alavi, Director of a department of the Iranian No. 33 


Army Medical Service, is visiting this country to renew contacis 
with London hospitals, and to study the administration of the 
Ministry of Health and the R.A.M.C. 


The Ministry of Labour has appointed a blind man, Mr. A. E. 
Wilson, to be senior temporary assistant of its Disabled Persons 
Branch in London. He is a native of Lincolnshire and an expert 
on blind welfare. 


Mr. Geoffrey Parker, D.S.O., F.R.C.S., has been appointed a 
Chevalier de la Légion d’Honneur and awarded the Croix de Guerre, 
with Palm. 


The Queen recently opened a new plastic surgery centre at St. 
Barnabas’s Hospitai, East Grinstead, Sussex. £100,000 has been 
contributed to the cost by the British War Relief Society of America. 


EPIDEMIOLOGICAL NOTES 

Typhoid Epidemics 
The combined incidence of typhoid and paratyphoid was the 
largest for five years although the notifications of typhoid 
decreased by 36. Cases of typhoid notified at Aberystwyth 
during the four weeks ending Aug. 17 were 1, 54, 48, and 19. 
The largest return for any other area during this period was 
8 for Warwickshire. There have been no new cases at 
Aberystwyth over the past week, and there were altogethér 
135 notifications with 4 deaths up to Sept. 3. A few cases in 
returned holiday-makers are still being reported from other 
areas. Cardiff City Isolation Hospital has admitted 1 case and 
there is 1 case at the Belper Isolation Hospital and 1 at Port 
Talbot. 

At Coatbridge, Lanarkshire, as in the Aberystwyth epidemic, 
an ice-cream vendor who was a typhoid carrier was responsible 
for the recent outbreak: By Sept. 3 there were 100 cases uncer 
observation, most of them children. 


Outbreaks of Paratyphoid 


More information is now available about the 22 cases of 
paratyphoid infected at Woolacombe between June 26 and 
July 9. In the opinion of the M.O.H. 19 of these cases were 
infected by contaminated ice-cream. The other cases may have 
been infected while bathing near a sewer which opens into the 


sea. The organism responsible was found in samples of sea- 


water taken near the outfall and in the sewage tanks, which 
have since been chlorinated. 

There are now 17 cases of paratyphoid in the North Stafford- 
shire area, 11 in Stoke-on-Trent and 6 in Newcastle. There 
appears to be no common cause for these or for the earlier 
cases in this area. . 

Yorkshire West Riding has had 37 notifications (Halifax 
C.B. 25) and there have been 23 other cases of paratyphoid 
widely distributed throughout the country. 


Discussion of Table 


In England and Wales there were increases in the number of 
cases of whooping-cough 187 and paratyphoid fever 47, and 
decreases in the notifications of measles 587 and typhoid 
fever 36. j 

The increase in cases of whooping-cough was mainly con- 
fined to the northern section of the country. The largest 
rises were Warwickshire 50, Yorkshire West Riding 35, and 
Lancashire 25. 

, For the sixth consecutive week there have been fewer notifica- 
tions of measles. The largest falls during the week were Essex 
112, London 95, Durham 94, and Lancashire 65. 

The only alterations of any size in the local trends of 
diphtheria were decreases in London 11 and Durham 9. The 
largest returns of cases of dysentery were London, 13 and 
Lancashire 12. 

In Scotland a rise of 11 was recorded in the notifications of 
diphtheria, dysentery, and whooping-cough, while a fall was 
recorded for measles 38. The rise in diphtheria was contri- 
buted by the western area. Dundee had 12 and Glasgow 11 
cases of dysentery. 

In Eire the notifications of diphtheria increased by 7: Of 
the 44 cases of diarrhoea and enteritis 37 were recorded in 
Dublin C.B. 


Week Ending August 24 


The notifica‘ions of infectious diseases in England and Wales 
during the week included: scarlet fever 665, whooping-cough 
2058, diphtheria 285, measles 2,140, acute pneumonia 299, 
cerebrospinal fever 39, acu‘e poliomyelitis 30, dysentery 52, 
paratyphoid 66, typhoid 36. 


INFECTIOUS DISEASES AND VITAL STATISTICs 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Aug, |7 


Figures of Principal Notifiable Diseases for the week and those for the cong. 
sponding week last year, for: (a) England and Wales (London included), (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Irelang 


Figures of Births and Deaths, and of Deaths recorded under each infectious disease 
are for: (a) The 126 great towns in England and Wales (including London)’ 
(b) London (administrative county). (c) The 16 principal towns in Scotland, (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Irelang 


A dash — denotes no cases; a blank space denotes disease not notifiable op 
no return available. 


1946 1945 (Corresponding Week) 
Disease 
Cerebrospinal fever .. 47 2) 14 39 2 al 
Diphtheria .. | 85] 34] 5) 131 113) 691 
Dysentery 70} 13} 32) 1|—] 259) 22) 72) 
~ Deaths 1 
Deaths 
diarrhoea under 2 
years 44 97 
Deaths 39 2} 10} 19 1 49 44 6 20) 7 
Measles * .. | 2,712] 255] 67] 26| 1,327] 35] 241 2 
Ophthalmia neonatorum 56} 4) 25; — 
Deaths 
Paratyphoid fever 60 1/1 (B)|1 (B) 4) — |2(B)| — 2@) 
Pneumonia, influenzal . . 300) 15 1 1 275} 16) — 4 3 
Deaths (from influ- 
Pneumonia, primary .. 100 2¢ ack 
Deaths 15 11 4, 4 
Polio-encephalitis, acute | 1) — 
Poliomyelitis, acute .. 33 3 2 a — 27 44 — 44 2 
Puerperal fever . . 3) 14 1 7 
Deaths 
Puerperal pyrexiat .. 36. 3 — 129} 10) 6 3) — 
Deaths 
Scarlet fever .. 690} 48] 119} 19) 922) 65] 165) 8 44 
Typhoid fever .. $3) s}—|—| 3) 4 
Deaths — | — | — 
Whooping-cough .. | 2,097] 148] 40] 29) 35] 967) 47} 22) 22) 4 
Deaths | — — 1 — 1 
Deaths (0-1 year) 316) 30) 44; 26] 10 265, 29) 33) 28) 
Infant mortality rate 
(per 1,000 live births) 
Deaths (excluding still 
births) .. |-3,691| 558] 481] 156} 97] 3,617] 522) 524] 186) 109 
Annual death rate (per 
1,000 persons living) 10-6} 10-0 11-1) 12°¢ 
Live births ies .. | 8,461|1339/1055) 489) 25°] 5,748) 693 764| 346 249 
Annual rate per 1,000 
persons living 21:2431°3 15-3] 22-3 
Stillbirths 274; 43) 42 175} 18} 16 
Rate per 1,000 total 
births (including 
stillborn) 5 38 21 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 


+ Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 


} Includes puerperal fever for England and Wales and Eire. 
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Letters, Notes, and Answers 


All communications with regard to editorial business should be addressed to THE 
EDITOR, British MEDICAL JouRNAL, B.M.A. House, Tavistock Square, 
Lonpon, W.C.1. TELEPHONE: EUSTON 2111. TELEGRAMS: Aitiology 
Westcent, London. ORIGINAL ARTICLES AND LETTERS forwarded for 
publication are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. 

Authors ‘desiring REPRINTS should communicate with the Publishing 
Manager, B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors over-seas should indicate on MSS. if reprints are required, as proofs 
are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement Manager, 
B.M.A. House, Tavistock Square, London, W.C.1 (hours 9 a.m. to 5 p.m.). 
TELEPHONE: EUSTON 2111. TELEGRAMS: Articulate, Westcent, London. 

MEMBERS’ SUBSCRIPTIONS should be sent to the SECRETARY of the 
Association. TELEPHONE: EUSTON 2111. TELEGRAMS: Medisecra Westcent, 


London. 
BM.A. SCOTTISH OFFICE: 7, Drumsheugh Gardens, Edinburgh. 


ANY QUESTIONS ? 


Blood Sugar Level 


Q.—Is the blood sugar leyel for a fasting individual a con- 
sant for that individual? At the same number of hours after 
two exactly similar meals is the blood sugar level the same ? 


A.—The blood sugar level for a fasting individual is not 
always the same but may vary within the normal limits of 80 
to 120 mg. per 100 ml. of blood. It depends on the individual’s 
general state of health, and may be on the low side of normal, 
say, just after a holiday, and on the high side of normal when 
aholiday is needed. It may vary slightly from this and similar 
causes, but in general varies little from day to day. 


Prognosis in Prematurity and Immaturity 


Q.—Does the prognosis in a premature infant differ from 
that in an immature infant? If so, in what way ? 


A.—The terminology is perhaps unfortunate. Because of 
difficulties in determining the precise length of gestation in 
many instances, the term “ premature” is loosely used when 
what is really meant is “immature.” By definition, for the 
purpose of comparison of records, the standard taken is 54 Ib. 
(2,500 g.) or less. On this weight standard it will be found of 
course that the prognosis is invariably proportional to the 
weight. The more immature the functions of the baby—i.e., 
ff it has difficulty in breathing, or digestion, or maintaining 
body temperature—the less chance it has of survival. The 
premature baby born accidentally is usually better able to sur- 
vive than that born prematurely (especially by induced labour) 
of a mother with a toxaemia. To sum up, the more immature 
the baby the worse the prognosis. Immaturity can be roughly 
gauged on the weight standard irrespectively of the degree of 
prematurity based on the estimated duration of gestation. 


Fly-proofing with D.D.T. 


Q.—What is the most efficient method of fly-proofing a room 
with D.D.T.2 Should it be applied to the whole area of walls 
and ceiling and furniture to be effective What are the effective 
concentrations, and what vehicle should be used ? 


A.—The cheapest and most effective way of using D.D.T. to 
fly-proof a room is. to apply it as a 3 to 5% spray in kerosene. 
The 5% spray will be slightly more effective, but it can be pre- 
pared only with crude kerosene: refined, “* odourless ” kerosene 
will not dissolve more than about 3%. Certain recent tests have 
Suggested that D.D.T. deposits are slightly irritant to flies and 
Mosquitoes, and that they may not settle for long periods on 
treated surfaces. Therefore it seems undesirable to rely on 


‘small treated patches, for the flies may not rest on them long 


enough to acquire a lethal dose. It-is therefore probably best 
to spray the ceilings, lamps, and hanging fixtures, and the 
Upper third of the walls. Polished furniture should not be 
Sprayed with a kerosene solution for obvious reasons. The 
Method of use of D.D.T. against house-flies is fully described 
Mm an article by P. G. Stock and J. R. Busvine in Monthly 
_" of the Ministry of Health and E.P.H.L.S., p. 147, July, 


Mushroom and House Pests 


Q.—(i) What is the nature of the small grub often found in 
field and cultivated mushrooms burrowing into the head? Is 
there any risk in eating stewed or fried mushrooms which may 
have hidden in them any of these small grubs? 

(ii) Are there any handy books on household pests—beeitles, 
cockroaches, wood-lice, fleas, silver fish, earwigs, clothes moths? 


A.—(i) The small grubs found in mushrooms are larvae of 
the mushroom midge Sciara spp. of the family Mycetophilidae. 
These larvae would be killed by the heat of stewing or frying, 
so there ‘should be no actual danger from eating cooked mush- 
rooms. 

(ii) There does not seem to be a very comprehensive treatise 
on domestic pests published in this country, but Domestic 
Pests, by L. Hunter (J. Bale and Sons, London, 1938, 7s. 6d.), 
is a fairly good elementary handbook. The inquirer is reminded 
that the British Museum (Natural History) produces a very good 
series of pamphlets dealing with most of the pests to which he 
refers. 


Corporal Punishment in Schools 


Q.—What is the law concerning corporal punishment in 
schools? I am frequently consulted by parents whose children 
attend schools where they may be caned or slapped by a 
“teacher.” The schools in question are council schools, and 
the parents are economically unable to remove their children. 
Has any other adult, having temporary charge of a child, right 
to administer such punishment? If none exists, can such 
teachers be restrained by law ? 


A.—Physical correction in the classroom has never been 
regarded as a common assault per se, and the court will always 
inquire whether in the particular circumstances the amount and 
nature of the force used were reasonable. This therefore would 
be the issue whether the parent charged the teacher in the 
magistrates’ court or sued him in the county court. The best 
plan in practice would be for the parent to write to the county 
education officer. The local education authority would in all 
probability investigate the complaint seriously, withholding the 
name of the complainant ; for quite apart from its conception 
of what is fitting it would not willingly invite the publicity of 
litigation. Neither the authority nor the court, however, would 
be likely to concede that physical correction should be uncondi- 
tionally forbidden. 


Protein Digest Material 


Q.—(i) Of what value is protein digest material in treating 
gastric ulcers and pre- and post-operative partial gastrectomies ? 

(ii) Using the ordinary post-operative partial gastrectomy 
régime, would a protein digest be irritable to the stomach at 
a time when a Ryle’s tube may be in use to prevent accumula- 
tion of fluid, or when alternate hourly feeds with sterile water 
and citrated milk are the only other foods by mouth ? 


A.—(i) American work, particularly that emanating from 
Co Tui, appears to indicate that protein digests fed orally 
hasten recovery. Apart from the buffering effect, it is difficult 
to see what advantage this method of treatment offers over 
administration of intact protein in bland foodstuffs. Even in 
a partial gastrectomy there should be sufficient digestive power 
remaining in the other parts of the alimentary canal to obviate 
any pre-treatment of a hydrolytic nature. Clinical evidence 
supports the view that under hospital care ulcers heal rapidly. 

(ii) There is no real indication for the administration of a 
protein digest in the circumstances described, Protein digests 
are not very palatable, and on that account might upset the 


patient. 
Excessive Granulation Tissue 


Q.—How often should excessive granulation tissue be treated 
with silver nitrate? Is this the best treatment for a discharging 
umbilicus in a babe aged 4 weeks, where granulation tissue 
covers the lesion ? 

A.—If excessive granulation tissue continues to form after 
two or three applications of silver nitrate there must be some 
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special cause hindering healing, and further investigation is 
needed. Granulation tissue at the umbilicus in a babe of four 
weeks may simply be due to delayed healing of the stump of 
the umbilicus. Sometimes a small granuloma the size of a 
raspberry may form and require removal. In other cases there 
may be a persistent portion of the vitelline duct or of the 
urachus beneath the granulation tissue. In any case of doubt 
a surgeon experienced in diseases of children should be asked 
to see the patient. 


Desensitizing Solutions. Insecticides 


Q.—1i) What is the technique of preparing desensitizing solu- 
tions of horse-hair, dust, etc., for administration to allergic 
patients, and the correct dosage ? 

(ii) D.D.T. has been hailed as the most efficient means of 
disinfestation. Why does liberal sprinkling of the inside of 
my trousers twice in twelve hours with 5% D.D.T. powder not 
cause cessation of flea activity? I find pyrethrum, at present 
unobtainable, to be more efficacious. 


A.—(i) The processes involved in the preparation of 
“ desensitizing ” solutions for horse-hair and house dust are 
defatting, extracting, filtering, sterilizing, and testing for 
sterility, while evaporating and sterilizing’ may be desirable. 
The detailed technique for all the common allergens is 
excellently presented by Leon Unger in Bronchial Asthma, 
pp. 627-39 (Charles C. Thomas), together with the dilutions 
used for intradermal testing. . 

The initial dose in treatment is 0.1 ml. of the dilution which 
just fails to give a positive skin reaction. The injections are at 
first given twice a week and later once a week. The dose is 
increased by 50°, until local reactions occur and then by 30%. 

The danger of severe constitutional reactions when using 
horse-hair extracts must be fully realized, especially when 


assessing the initial dose, and when the larger doses are - 


being given. It is advisable to do scratch tests first and only 
to do intradermal tests with a dilution which is negative on 
scratch testing: while when the larger doses are being given 
the increases should be about 15%. The maximum dose is 
about 1 ml. of 1 in 100 solution, but this depends on the 
degree of sensitivity, and the maximum dose is that at which 
the patient is improved. House dust rarely causes severe consti- 
tutional reactions, and the maximum dosage is about 1.0 ml. of 
the 1 in 10 solution. It is usually advisable to continue house 
dust injections for from six to eighteen months, depending on 
the response of the patient. 

(ii) Pyrethrum kills fleas immediately, while D.D.T. does 
not kill immediately and will not prevent individual bites. 
Powders are available in which both D.D.T. and pyrethrum 
are incorporated. 


Menopausal Hypertension 


Q.—/s endocrine therapy of any benefit in menopausal 
hypertension ? 


A.—Most but not all observers claim that menopausal hyper- 
tension responds to oestrogen therapy, and it is claimed that in 
such cases the systolic pressure can be reduced by as much 
as 35 to 50 mm. Hg. At the menopause, however, the blood- 
pressure can undergo considerable variations spontaneously, so 
it is not always easy to judge the effect of treatment. A 
moderately small dose (e.g., oestrone, 0.1 mg. t.d.s. by mouth, 
with ].0 mg. twice weekly by injection) is said to be sufficient 
to have an effect. 


INCOME TAX 
Employment of Assistant 


R. W. inquires as to the effect on taxation of the two alternative 
methods of paying an assistant, (a) at a salary of £x, with free use 
of surgery premises for residential purposes, and (b) at a salary of 
£x+£y, out of which the assistant is required to pay £y as rent of 
such premises. The premises are owned by R. W. 


*," R. W. can in either case claim the expense he incurs. In (a) he 
can deduct £x and also the amount at which the premises are assessed 
to income tax under Schedule A. In (5) he can claim to deduct 
£x+£y as an expense, but must account for tax not only on the 


Schedule A assessment but also (under Schedule D) on the exces, 
of £y over that amount—less some allowance for repairs. Broadly 

therefore, R. W. will receive the same deduction whichever alterna, ) 

tive he adopts. But that is noi the case as regards the assistant é 

Under alternative (a) the assistant would be liable for tax op fr 
only; under (b) he would be liable on £x+£y. 


Cost of Postgraduate Course 


D.S. asks whether instances can be cited of the admission of } -———" 
cost of a postgraduate course having been allowed for income ty 
purposes. 

*.. No. In general a postgraduate course is taken to improve o; 
extend professional knowledge, and as such the cost would 
regarded as an outlay of capital rather than an expense of th 
practice. If the course were a “refresher ’’ course there would be 
some grounds for contending that the cost should be allowed op 
the analogy of the replacement of medical textbooks with mor 
up-to-date editions. 


Married Woman in Industry 


J. M. is married and is fully employed as an assistant medical §. 
officer in a factory. Is she entitled to the relief given to married 
women in industry? ad 

** Yes—i.e., the special allowance of £110 for 1946-7. (The 
corresponding amount for 1945-6 was £80.) 
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D.D.T. Preparations 


Dr. A. Lewis (London, W.9) writes: There are a number of firms 
selling D.D.T. in the form of a spray for household use. One firm 
admitted on the label that the strength of their spray was only 
0.5%. I inquired about the strength of other makes and found tha | 
those who would admit their figure at all also gave it as 0.5%. 
This is surely an inadequate amount, and it is probably based ona 
fear that a proper 5% solution might be absorbed by the skin with 
toxic effects. It should be pointed out that this is extremely 
unlikely in ordinary household use, and that the inadequate strength 
at present being sold is liable to bring a valuable substance into 
disrepute. e aim 

Swallowed Kirby Grips 

Prof. CHarLES WELLS (Liverpool) writes: I was interested in the in constan’ 
question and answer (Aug. 3, p. 184) about Kirby grips swallowed teachers of 
by children. Very often these get held up in the second part of the leagues, 
duodenum, being unable to negotiate the difficult double turn and rs eat 
cross the vertebral column to enter the jejunum. In children there is }oOservant, 
a minimum of fatty padding around the duodenum and kidney, and that he me 
I beiieve that a Kirby grip coming to rest in this situation should fto make ft 
be removed without waiting too long. When the operation is under share the | 
taken it is best to pass the Kirby grip back into the stomach, if Phis facultic 


possible, before taking it out. contact wi 
There is n 
Daffodil Dermatitis all who h: 


Dr. P. E. S. PALMER (Hayle) writes: With reference to the question Fit has not 
and answer on daffodil dermatitis (June 15, p. 940), may I refer are largely 
your questioner to the article in the Lancet (1934, 2, 755) on this efiechors 
subject by Palmer, W. H., and Freeman, J., and express surprise that line ade 
whoever answered your question could not have referred to one of b j 
the standard textbooks—Common Skin Diseases, by A. Roxburgh, f N0t been | 
London, 1944—in which this article is quoted. It contains a salls medical pl 
factory method of prevention of this very troublesome condition. its daily d 
in crder t 
postgradu 

The fourteenth report of the Memorial Ophthalmic Laboratoly § experience 
at Giza, Cairo, covers the five years 1939 to 1944, It contains 4 F education 
selected list of publications by the staff, together with a list of These ha’ 
papers not included in this report. J. O. W. Bland, in a review on practition 
the aetiology of trachoma, attempts to bridge the gap between the ak cu 
contending supporters of a rickettsia origin and a virus origin of a wi 
the affection. R. P. Wilson gives a useful survey on the signifi- a minorit 
cance of the acute ophthalmias in Egypt, and together with Bland individual 
discusses the value of the sulphonamides and penicillin. There al § organizati 
several other papers dealing with the chemotherapy of the acul® } periences 
ophthalmias and of trachoma. Egyptian workers do not scem to i ord: 
have found the sulphonamides effective in trachoma, but there is 10 Sete 3 
indication that they have tried intensive local therapy. They at be 
enthusiastic on the value of the sulphonamides administered orally } May be s 
in the acute ophthalmias, and rather dismiss penicillin as a loc will be n¢ 
therapy, though there is no evidence that they have tried this out i and of tk 
suitable concentration and suitable frequency. The report also col f involve a 
tains a short paper on schistosomiasis of the conjunctiva, and another 7 
one on leishmaniasis of the eyelid, both by Ahmed Kamel. Physician: 
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